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GASTRON 


A complete gastric gland extract 


A clinical resource against disorders of gas- 
tric function, acute and under strain and 
stress of exhausting disease. Gastron con- 
tains the enzymes, co-ferments, associated 
organic and inorganic constituents of the en- 
tire gastric mucosa; is of standardized pro- 
teolytic energy; grateful, agreeable to the 
stomach. Prescribed simply by the name 
GASTRON. 
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Each grain of THYROID TABLETS (Lederle) 
is the equivalent of approximately 5 grains of 
fresh hog thyroid glands. 


The powder is assayed to contain 0.23 per cent 
of organic iodine, in accordance with the re- 
quirements of the U. S. P. X. 


Tuyroww Tasiets (Lederle) are indicated 
ae ae A in the treatment of conditions 
resulting from hypothyroidism: such as cre- 
tinism, myxedema, defective growth, and 
obesity. 


Supplied in bottles of 100 tablets in the follow- 
ing sizes:2 grains, 1 grain, 4grainand */:ograin. 
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GENITO-URINARY TUBERCULOSIS 
FRANK HINMAN, M. D., F.A.C.S8. 
San Francisco, Calif. 


Presented before the Thirteenth Annual Meeting 
of the Medical & Surgical Association of the 
Southwest, Clinical Congress, held at El Paso, No- 
vember 2 to 5, 1927. 

There are two distinct problems in genito- 
urinary tuberculosis that are not appreciat- 
ed by the medical profession in general. The 
first concerns, primarily, renal tuberculosis 
and the second, genital tuberculosis, but in 
practice the two, for purposes of proper 
treatment and cure, need to be jointly con- 
sidered. The prominent characteristics of 
tuberculosis of the genito-urinary tract are 
also insufficiently realized. The frequency 
is much greater than one would think un- 
less statistics were studied, and the general 
morbidity is far in excess of the usual su- 
perficial estimation. Genito-urinary tuber- 
culosis not treated surgically has, in fact, a 
higher death rate than pulmonary tubercu- 
losis, although in such cases there is almost 
always an associated pulmonary involve- 
ment. It is for this reason that the third 
characteristic of tuberculosis of the genito- 
urinary tract should be universally recog- 
nized; namely, that, whether primarily renal 
or genital, the condition, with few excep- 
tions, constitutes a surgical problem. 

It may be well to enumerate briefly the 
facts that are known, at present, relative to 
rehal and genital tuberculosis. 

RENAL TUBERCULOSIS 

Statistics are by no means infallible but 
give the best and almost only evidence that 
we have of the incidence of a disease. The 
incidence of renal tuberculosis may be bet- 
ter emphasized if estimated from statistics 
gathered in general autopsy records and clin- 
ically as the result of surgery. With respect 
to autopsy records, there are two groups, 
one with and one without pathological evi- 
dence of active tuberculosis elsewhere in the 
body. Compilatoin from general autopsy 
records in which no active tuberculosis was 
found in other parts of the body, shows a 


varying incidence of renal tuberculosis of 
from one to five per cent. Similar statistics 
gathered from autopsy records which show 
an active tuberculosis of other organs show 
an incidence of from ten to twenty per cent 
of renal tuberculosis. Records of urological 
surgeons reporting the conditions for which 
nephrectomy has been performed show that, 
in thirty to thirty-five per cent of the cases 
of total nephrectomy, the kidney has been 
removed on account of tuberculous infec- 
tion. This shows the fairly high incidence 
of renal tuberculosis in comparison to other 
urological diseases of the kidney. 

One of the most important clinical facts 
affecting the treatment of renal tuberculo- 
sis is that the involvement begins in one 
kidney and does not involve both simultan- 
eously. Clinical evidence unanimously sup- 
ports the belief that a bilateral renal tuber- 
culosis, except in the case of a miliary type 
of infection, is always a late manifestation 
of the disease. It is on the basis of this be- 
lief that early nephrectomy effects a cure. 
An examination of statistics—both patho- 
logical and clinical—supports this view. 
Autopsy records in cases dying of tubercu- 
losis, show a finding of unilateral renal tu- 
berculosis in fifty-two per cent, and of bi- 
lateral involvement in forty-eight per cent. 
Naturally, if such a finding persisted irre- 
spective of the early or late stage of the dis. 
ease, nephrectomy would effect few cures in 
renal tuberculosis. In marked contrast to 
this pathological finding, clinical statistics 
show an average incidence of unilateral in- 
volvement in eighty-six per cent of all cases 
and a questionable bilateral infection in only 
fourteen per cent. This fourteen per cent in- 
cidence of bilateral involvement is question- 
able because it is based on clinical evidence, 
which is often unreliable, and not on the in- 
controvertible pathological finding. In the 
first place, some of these bilateral reports 
are based on a positive guinea pig finding 
for the supposedly uninfected side without 
an associated evidence of pus, blood, loss of 
function or pyelographic change. The pro- 
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longed dispute of the ability of a normal 
kidney to excrete living organisms without 
itself being injured thereby is still with us, 
but .the evidence is fairly strong that a 
healthy kidney may filter. living tubercle 
bacilli or other organisms brought to it in 
the blood stream just as readily as it filters 
other solid particles, such as indigocarmine, 
etc., without being infected by this passage. 
Furthermore, the not infrequent occurrence 
of reflux of bladder contents up a healthy 
side is fully realized, particularly after the 
insertion of a catheter; and in the case of 
vesical tuberculosis or of a bladder content 
of tuberculous material from the opposite 
infected kidney, it is readily seen how the 
collection from a normal side may be con- 
taminated. On the other hand, there are, 
no doubt, instances of early tuberculous in- 
volvement on a supposedly healthy side that 
have been overlooked at the time of an uro- 
logical study. The estimation on clinical 
_ evidence of an eighty-six per cent unilateral 
involvement is probably fairly accurate. 


Now, from the clinical standpoint, these 
cases are of two types: Those in which the 
renal involvement is found clinically to be 
primary—that is to say, there is no clinical 
evidence of active tuberculosis elsewhere in 
the body ; and those in which it is secondary 
—that is, with active tuberculous lesions else- 
where. From a strictly pathological stand- 
point of course there is probably no such 
thing as primary renal tuberculosis, inas- 
much as all infections of the kidney with 
tubercle bacilli are probably secondary to a 
tuberculous focus elsewhere which may 
have completely healed so as to leave no 
evidence of its existence. Clinically, sixty 
to seventy per cent of the cases of renal 
tuberculosis are of this so-called primary 
type of involvement, and it is because of 
this high incidence of a primary type of 
involvement that surgery becomes so effi- 
cient: The statistics also show that in sec- 
ondary renal tuberculosis, in which the in- 
volvement of the kidney is associated with 
active lesions elsewhere in from thirty to 
forty per cent of the cases, ten to fifteen 
per cent. of this thirty or forty per cent 
have pulmonary involvement, whereas as 
high as fifty to sixty per cent of this small 
group have an associated genital involve- 
ment. The clinical statistics vary consider- 
ably but, on an average, the bladder wil! 
show a tuberculous lesion in from twenty- 
five to fifty per cent of cases of renal tu- 
berculosis. The significance of these sta- 
tistics is best emphasized when considered 
in association with results of treatment, 
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as they clearly demonstrate that the best 
results are obtained in those cases in 
which the kidney removed is of the pri- 
mary type or is primary in the sense that 
there has been no spread of the process to 
any other portion of the _ urino-genital 
tract. 


Still a further important statistical fact 
is that genito-urinary tuberculosis attacks 
individuals in the prime of life. Over eigh- 
ty-five per cent of all cases occur between 
the ages of twenty and fifty years of age. 
This shows the great economic importance 
of the early treatment and cure of this 
type of tuberculosis. (Table I) 


TABLE I. 
AGE (SURGICAL CASES). 


Under 20 15% 


21 
HES {ws 
41 to 50 
51 and over 

It will not be possible here to present in 
detail the symptomatology of renal tuber- 
culosis. In the great majority of cases the 
earliest symptom originates from the blad- 
der and this is true even before there has 
been any tuberculous infection of the blad- 
der itself. These patients seek relief be- 
cause of frequency or burning on urina- 
tion. The next common complaint that 
brings the patient for examination is the 
presence of blood or cloudiness in the urine 
or the finding of this by the physician. 
The characteristic of a pyuria due to gen- 
ito-urinary tuberculosis is the absence of 
the common pus organisms and the fact 
that bacteriological cultivation in the vast 
majority of cases gives negative findings, 
inasmuch as the tubercle bacillus will not 
grow on ordinary culture media. There 
are, of course, many cases in which sec- 
ondary infection with common pus organ- 
isms, such as colon bacilli, streptococci or 
staphylococci, has occurred, but these are 
the exception. It is- rare indeed in early 
cases, or as the initial symptom, for pa- 
tients to complain of backache of renal or- 
igin or to show the other general evidence 
of tuberculosis such as fever, loss of 
strength, weight, etc. The majority of 
these patients are well nourished and in 
their full vigor. 


GENITAL TUBERCULOSIS 


: 15% 


There are two very distinct problems in 
genital tuberculosis, one with respect to 
its pathogenesis and the other with re- 
spect to the treatment best suited to it. 
(Table II) 
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TABLE ll. 
GENITAL TUBERCULOSIS. 
. Pathogenesis 
Group I—Primary in epididymis 
versus . 
Group II—Primary in prostate or seminal vesicle. 
Treatment 


Simple epididymectomy 

versus 
Radical removal of both epididymi, vasa deferentia 
and seminal vesicles. 

There has been a prolonged and active 
dispute over the primary focus of tubercu- 
losis of the genital tract, one school pre- 
senting arguments and evidence which 
would seem to point to the epididymis as 
being the primary focus, and another school 
presenting arguments and evidence even 
more strongly suggesting the primary focus 
as being in seminal vesicle or prostate. The 
problem may be: more clearly outlined if 
the two sides are presented in as unbiased 
a way as possible as follows: 


TABLE iil. 
EVIDENCE OF GROUP I. 

1. Primary tuberculous epididymitis occurs inde- 
pendently. 
Entire genital tract generally involved. 
Appearance of age of a lesion no criterion of 
priority. 
4. Secondary opposite epididymitis may be hem- 

atogenous. 
5. Lesions in epididymis may have been over- 

looked in cases of supposedly primary pros- 
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tatic and vesicle lesions. 

6. Improvement or arrest of the prostatic and 
vesicular lesions after epididymectomy occurs 
in majority of cases. (Barney). 

7. Tuberculosis of prostate and vesicles alone 
practically unknown clinicajly. No symptoms. 
(All cases seek relief for epididymitis). 


TABLE IV. 
EVIDENCE OF GROUP II. 

Clinical: 

. Tuberculous epididymitis alone is rare. 

2. Tuberculous nodules of prostate or vesicle are 
more frequent without evidence of the disease 
in the epididymis. 

3. Symptoms of prostatitis or vesiculitis commonly 
precede the appearance of tubercuous epidid- 
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ymitis. 

{.. Barliest evidence of epididymitis is in globus 
minor. Analogous to acute infections known 
to arise by extension from the urethra. Late 
lesion in, opposite epididymis is in globus 
minor. 

ll. Pathological: 

1. Lesions of epididymis alone rarely found, 
whereas tuberculosis of prostate and vesicles 
unaccompanied by lesions in epididymis are 
frequently reported.’ 

2, When found associated, lesions in prostate and 
psa generally have appearance of being 
older. 

3. Nodules in lower pole of epididymis usually 
appear ojder than those of globus major or 
body. (First to soften and break down). 

itl. Experimental: 

1. Microorganisms rapidly absorbed from ure- 
thra and carried to epididymis. 

2, Epididymitis (tuberculosis) experimentally pro- 
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duced after injury to epididymis by inoculating 
the urethra. 

3. Travel by lumen of vas (antiperistalsis) or by 
lymphatics of vas. (K. M. Walker). 

The above arguments as a rule are self 
evident and require no explanatory discus- 
sion. They have existed without much mod- 
ification for many years. It is of interest 
that at the last International Congress of 
Urologists held at Brussels (1927) genital 
tuberculosis was the main subject of dis- 
cussion and that the various arguments 
above presented were again advocated, those 
of group I by Dr. Barney of Boston who has 
been its faithful champion, and those of 
group II by Drs. K. M. Walker of London 
and Carlo Gamberini of Bologna and Pietro 
Marogna of Sassari. In addition to the 
studies presented at this time, Young of 
Baltimore, from a most careful study of his 
own cases over a period of many years, has 
long maintained that the seminal vesicle or 
prostate is the primary focus of localization 
in the great majority of cases. 


Before taking up the significance of these 
studies in the treatment of the disease it 
may be well to present the rather unsatis- 
factory statistics as to the incidence and 
extent of tuberculosis in the genital tract. 
In the first place, genital tuberculosis is not 
nearly so frequent as renal tuberculosis. It 
would seem to have an average incidence of 
0.5 per cent (renal one to five per cent). A 
similar condition, however, exists here as in 
renal tuberculosis, namely that a very high 
percentage of the cases, so far as the clini- 
cal evidence goes, are primary in the gen- 
ital tract. Of Barney’s carefully studied 154 
cases, 44.2 per cent were primary; that is, 
there was no clinical evidence of tuberculo- 
sis elsewhere in the body. It is probable, 
however, that autopsy studies of these cases 
would have revealed healed or hidden active 
lesions elsewhere. In about fifty-five per 
cent of cases there was, however, clinical 
evidence of active tuberculosis, of which the 
lungs and kidney were most frequently in- 
volved (Table V). Other statistics than Bar- 
ney’s however, show quite a marked varia- 
tion with respect to the incidence of secon- 
dary genital tuberculosis, active lesions being 
reported elsewhere in from forty to eighty- 
three per cent of the cases. An interesting 
study in this connection are the incomplete 
reports from tuberculous sanatoria, in 
which, unfortunately, comlpete urological 
records are exceptional. Sanatorial records 
indicate that pulmonary tuberculosis is cured 
in from sixty-five to seventy per cent of 
cases, whereas, in that smal group in which 
the pulmonary involvement-is associated 
with a genito-urinary lesion, cure in only 
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about twenty per cent is reported. In other 
words, the morbidity of properly treated 
pulmonary tuberculosis is about thirty per 
cent, whereas the morbidity of pulmonary 
tuberculosis associated wiht urino-genital le- 
sions is as high as eighty per cent. These 
statistical facts may be visually empha- 
sized, as in Table V. 
TABLE V. 
INCIDENCE OF GENITAL TUBERCULOSIS 
Variously estimated at about 0.5% 
(renal 1 to 5%) 


at autopsy— 
clinical 


probably none. 
50 to 17% 
(Barney 154 cases) 44.2% 
Secondary (active lesions elsewhere) 40 to 83% 
Lungs, kidney, bone, glands, joints, larynx, 
meninges, peritoneum, middle ear, 
ischiorestal fossa. 
Sanatoria records (incomplete). 
Complete study rare even with pyuria. 
About 65 to 70% of total hospital cases, cured....30% 
Only 20% with renal or genital lesions, cured....80% 


The extent of a disease in the genital 
tract varies quite markedly, which would be 
expected in view of the difficulties of diag- 
nosis. An epididymitis is quite obvious as 


Primary 


Morbidity 


compared to lesions in the prostate or vesi- 
cles. Nevertheless, a simple epididymitis 
has been clinically reported in only from ten 
to fifteen per cent of the cases. 


Involve- 
ment of the seminal vesicles alone shows a 
somewhat higher incidence having been re- 
ported in from fifteen to twenty per cent, 
whereas lesions in both have been found in 
sixty-five to seventy per cent. It is rather 
important to note that these same statistics 
show an associated lesion in the kidney in 
about fifty per cent of all cases. 


The initial or early symptom of genital 
tuberculosis is not nearly so definite as in 
renal tuberculosis. The commonest finding, 
of course, is epididymitis evidenced by no- 
dules that would seem invariably to involve 
first the globus minor. As shown in the ac- 
companying illustration, the globus minor 
shows involvement in 100 per cent of cases, 


Fig. 1. Diagrammatic representation of the type 
of extension of tuberculosis of the epididymis and 
testicle. (Murphy’s Clinics). 
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the body of the epididymis in ninety per 
cent and the globus major in only sixty-six 
per cent. (Fig. 1). In other words, in every 
tuberculous epididymis that shows tubercles 
in the globus major or body, there will also 
be tubercles in the globus minor. Those 
cases with primary involvement of the vesi- 
cle or prostate may show an early disturb- 
ance of urination or some abnormality of 
the urine, but the most valuable diagnostic 
evidence of tubercular involvement of the 
deeper genital structures is that obtained on 
rectal palpation, nodulation being the char- 
acteristic change. 


THE TREATMENT OF RENAL TUBERCULOSIS 


In spite of the occasional report of spon- 
taneous healing of renal tuberculosis, it is 
a universal belief that early nephrectomy 
is the method of choice in all cases in which 
the condition clinically is unilateral. In 
those exceptional cases in which spontaneous 
healing has occurred, subsequent autopsy 
findings .invariably show that this healing 
has been by complete destruction of the se- 
creting portions of the kidney. These are 
the so-called cases of autonephrectomy. A 
recent pathological study by Medlar’ is of 
considerable interest in this connection. 
He has made detailed microscopic studies of 
the kidneys removed from individuals dying 
of tuberculosis and gives evidence which 
would seem to show that in some portions 
of these kidneys there are healed areas and 
that in practically all cases there has been a 
bilateral involvement. His conclusion, how- 
ever, that because of this evidence renal tu- 
berculosis clinically is always bilateral, may 
be questioned, inasmuch as the pathological 
finding in a series of cases that have died 
of tuberculosis is not comparable to clinical 
material in which the lesion is active and 
early. It is not possible accurately to an- 
alyze statistics that may be gathered with 
respect to the actual results of nephrectomy 
for renal tuberculosis. (See Table VI). For 
instance, the surgical mortality before 1910 
averaged over eighteen per cent and after 
1910 only a little over four per cent. Sta- 
tistics are so incomplete that the estimation 
of fifty-eight per cent cured cannot be tak- 
en as at all accurate. 


TABLE VI. 
RESULTS OF NEPHRECTOMY. 


(11,128 cases reviewed). 


Bladder involvement 

Pulmonary involvement 

Genital involvement. 

Surgical mortality (to 1910) 18.82% 
Surgical mortality (after 1910)......... 4.39% 
Dead (time not stated)... 20.2 % 
Well (time not stated) 58.1 % 


In conclusion, so far as renal tuberculosis 
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is concerned, early diagnosis and, in a suit- 
a>le case, immediate nephrectomy is the 
prorer method of treatment. The results 
that have followed removal of the more ad- 
vanced lesion in bilateral cases, have not 
been at all satisfactory. The surgical mor- 
tality in this type of case is very high, 
many of these cases dying soon after oper. 
ation from generalized tuberculosis, which 
is often of the miliary type, and no definite 
cures having been re-orted. In connection 
with results following nephrectomy after 
involvement of the blaider has occurred, 
they are not so encouraging as those in 
which the kidney was removed before 
spreai of the disease elsewhere. Clinically, 
almost 100 rer cent of the latter cases are 
cured, whereas probably less than sixty per 
cent of the former are cured. The persist- 
ence of bladder symptoms is sometimes sec- 
ondarv to lesions in the ureter that have 
been left on the infected side, and often in 
these cases subsequent ureterectomy is in- 
dicated. In othe recases there is a deep- 
seated involvement of the walls of the blad- 
der, which so limits its capacity as to ren- 
der the individual miserable on account of 
frequency and pain. What becomes of more 
ser:ous consequence, is svread of the tuber- 
culous lesion of the bladder about the ure- 
teral orifice of the uninvolved side or to 
the lower ureter on this side. An involve- 
ment here often produces sufficient con- 
tracture to obstruct the urinary outflow 
frem this uninvolved kidney, producing 
gradual dilation of the ureter and a pro- 
pressive hydronephrosis on this side. In 
three such cases we have relieved obstruc- 
tion and the misery coincident to bladder 
involvement, which has failed to respond to 
prolonged treatment, by ureterosigmoidos- 
temy. In the first case in which this was 
done there was an immediate restoration of 
function—which had become diminished to 
less than five per cent phthalein in two 
hours—te an averave of fifty per cent, and 
complete relief of bladder discomfort. But 
this patient, over four years later, formed 
a large ureteral stone for which she sought 
relief only after the incidence of uremia, 
and autopsy showed that the remaining kid- 
ney, whose ureter had been draining into 
the sigmoid for over four years, had no tu- 
berculosis. The second case lived over two 
years in comfort and died of an acute bilat- 
eral pneumonia unrelated to his tuberculo- 
sis. The third exactly similar case is now 
living and well more than eighteen months 
after the transplantation of* the hydro- 
ureter to the large bowel. 


TREATMENT OF GENITAL TUBERCULOSIS 
In spite of the predominance of evidence 
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in favor of the theory of pathogenesis 
which points to the seminal vesicle and 
prostate as the primary focus, there re- 
mains a problem of treatment that is often 
extremely difficult to solve. In genital tu- 
berculosis, decision as to the method of 
treatment must be made on the basis of the 
conditions and findings in each individual 
case and no uniform rule of procedure can 
be advocated, as in renal tuberculosis. The 
strongest argument of those who believe 
that the lesion in the genital tract is pri- 
mary in the epididymis is the fact that, 
after simple epididymectomy, clinical” evi- 
dence of an advanced lesion, often in the 
seminal vesicle and prostate, will gradually 
disappear, pointing to retrogression and 
healing of this deep-seated lesion after sim; 
ple epididymectomy. There are, however, 
other cases in which these deep-seated le- 
sions continue to advance and spread. Prob- 
ably no one advocates radical treatment o 
all cases of genital tuberculosis, but there 
are a number who believe that the best re- 
sults will be obtained only when such rad 
ical treatment is applied to properly select- 
ed cases. 


It might he well to quote here the con- 
clusions of the men who reported on this 
subject at the International Congress. Bar- 
ney says. “While many good results are re- 
ported after the radical operation, these re- 
sults are no better than those reported after 
epididymectomy. The opinion of most. ob- 
servers is that, following epididymectomy, 
the disease found before operation in the 
seminal vesicles and prostate not only 
ceases to progress but actually retrogresses 
to the point of clinical cure.” Gamberini 
and Marogna say: “In the actual state of 
knowledge, the treatment of genital tuber- 
culosis cannot be based on pathogenic the- 
ories of primary localization, or of diffu- 
sion or on statistics of cures. We must ex- 
amine, case by case, for it varies according 
to age, constitution, degree of infection, 
evolution, and social condition. It must not 
be forgotten that genital tuberculosis is 
not only a local lesion but that the whole 
body is implicated and, consequently, the 
treatment should be both local and general. 
The most radical! operations based on the 
primary localization of the infection in the 
superior zones of the genital tract, while 
logical in appearance, must not be per- 
formed kecause of their gravity and be- 
cause it has not yet been proven that such 
operations effect cures and stop relapses.” 
And, finally, Kenneth M. Walker concludes: 
“Of the surgical procedures, I consider ep- 
ididymectomy to be the operation of widest 
application. Although the more radical op- 
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eration of total extirpation of the seminal 
tract is based on a correct understanding of 
the pathology of the disease, I still regard 
it as a mesure to be adopted only in special 
cases; namely, those in which regression of 
the central lesions has not followed epididy- 
mectomy, and also in the treatment of those 

















Fig. 2. Photograph of tuberculous seminal vesi- 
cles, vasa deferentia and epididymi removed in 
case No. 14 (personal). The vasa necessarily had 
been cut and divided at the time of operation, 
which is not shown in the photograph. The epidid- 
ymi were removed first and examined to con- 
firm the diagnosis, and the patient placed in the 
extreme lithotomy position. The vesicles and in- 
volved area of the prostate were removed, and by 
gentle traction on the vas at the inguinal ring 
against counter traction on the vas still attached to 
the seminal vesicle in the parineum, it was 1loos- 
ened and pulled out through the perineum on 
each side. 


patients with marked involvment of the 
prostate and vesicles, whose mode of life 
handicaps them from the outset in their 
fight against the tuberculous invasion.” 


This gives a fairly complete resume of 
the opinions generally held. It must at 
once be appreciated that genital tubercu- 
losis is a serious disease and carries a high 
death rate. So far, relatively few cases 
that have been treated by the so-called rad- 
ical method have been reported. Young’s 
series is the largest, twenty-four cases, 
with one surgical death and a cure—of 
those cases in whom the operation had been 
performed long enough to fairly state—in 
fifty-four per cent. Quinby has reported 
seven cases, all of such recent date as not 
to permit an analysis of the percentage of 
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cures, but in all of whom the immediate. re- 
sults were excellent. The writer has had 
fourteen cases, of which the same may be 
said as just stated respecting Quinby’s 
series. (See Table VII). Obviously, com- 
parison of results obtained by the radical 
method and by simple epididymectomy will 
always be unfair to the former because it 
will necessarily be performed for advanced 
cases only, no one advocating removal in 
toto of seminal vesicles and vasa when 
there is no clinical evidence of their involve 
ment. In a properly selected case which, 
as Walker has stated, is handicapped other- 
wise because of inability to met all of the 
accessory sanatorium care, immediate radi- 
cal removal of the seminal vesicles, the in- 
volved area of the prostate and the epid- 
idymi seems the logical procedure (Fig. 2) 
and results so far obtained by the few who 
have used this method justify this conclu- 
sion. 

TABLE VII. 

TREATMENT. 
Disease is rapidly progressive—100% morbidity. 
1. Epididymectomy. 

4 to 10 years survival. 


40 to 80% cures reported. 
Il. Radical Operation. 


Author Cases Death Cured 

Young 24 1 54% 

Quinby 7 0 Excellent immediate 

Hinman 14 0 Excellent immediate 
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FRACTURES OF THE SKULL, THORAX 
AND SPINE. 


(Symposium of the December, 1927, Staff Meet- 
ing of St. Joseph’s Hospital, Phoenix, Arizona). 


FRACTURES OF THE SKULL. 
R. J. STROUD, Tempe, Arizona. 


Eight cases of skull fracture have been 
given me for discussion, and these are fair- 
ly illustrative of most classes of skull frac- 
ture. 

When injury to the skull is sustained, 
whether fracture occurs or not, the well- 
known principles or facts, gathered by 
Cushing from his. experiments, will appiy; 
these are: 

(1) Under compression, the obstruction 
of the circulation begins on the venous side 
and extends to the arterial side; the venous 
blood is kept inside the cranium, stagnates 
and adds to the compression and hydro- 
cephalus. 

(2) After the veins are compressed, the 
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capillaries and arterioles are gradually emp- 
tied, thereby bringing about anemia, exact- 
ly at the moment when the force of the 
compression exceeds the blood pressure. 

(3) The anemia in the medulla stimu- 
lates the vasomotor center, which drives 
the blood pressure above the compression 
level. If compression be elevated still high- 
er, the cycle is repeated. 

From this, one of two results occurs: 
either the compression is gradually lower- 
ed, with an attendant lowering of blood 
pressure; or the compression will increase 
until the vasomotor center gives up the 
struggle and the blood pressure drops sud- 
denly, leading to a fatal issue. 

All treatment should be based in the 
facts that all symptoms of pressure depend 
on circulatory disturbance and not on 
compressibility of brain tissue. Bearing 
these facts in mind, Dowman has classified 
the respective indications for treatment 
into the following classes: 

A. Massive brain injury with rapid ex- 
haustion of the medullary centers and death 
in from one to several hours. 

Treatment: Operation contraindicated as 
prognosis is hopeless. 

B. Definite evidence of middle menin- 
geal hemorrhage. 

Treatment: Immediate operation is in- 
dicated and imperative. The clinical picture 
of this class is as follows: 

1. A free interval of consciousness, oft- 
en momentary or of short duration. (In 
children several days may elapse, so be 
careful not to let them from under observa- 
tion too soon). 

2. A slow bounding pulse, followed by a 
slightly rapid and small pulse. 

3. Stertorous respiration, as contrasted 
with the superficial, shallow respiration of 
concussion. 


4. The gradual development of hemiple- . 


gia or contralateral convulsions. 

Subtemporal decompression must be done 
quickly with ligation of the bleeding artery, 
if possible. 

C. Simple or compound depressed frac- 
ture with localized brain contusion, with 
or without indriven bone fragments. 

Treatment: Debridement of bone. Re- 
moval of clot or contused brain carefully, 
with or without replacement of bone. 

D. Classic manifestations of rapidly in- 
creasing introcranial pressure which is be- 
ing compensated. 

Treatment: Borderline cases; best meth- 
od is to do a subtemporal decompression 
with or without wick drainage. 

E. Definite evidence of brain injury 
which shows no classical findings but which 
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shows a slowly increasing brain pressure 
with changing pulse rates, headaches, etc. 

Treatment: This is the large class of 
cases which respond to hypertonic solutions 
of magnesium sulphate or sodium chloride. 
Most of them respond to one-half ounce 
doses of magnesium sulphate (saturated 
solution) by mouth every two hours for 
forty-eight hours. Children are given 
proportionately smaller doses. Intervals of 
dosage are gradually lengthened until. the 
seventh to the tenth day. Care should be 
taken that magnesium sulphate poisoning 
does not result. This can be prevented by 
calcium chloride intravenously. In this 
case sodium chloride is substituted intra- 
venously beginning with 50 c.c. of 30 per 
cent solution, following by 10 c.c. intrayen- 
ously of magnesium sulphate. 

F. So-called concussion cases, with no 
evidence of gross change. Consciousness 
returns in a few hours and patients are 
mentally clear. No findings except uncon- 
sciousness. 

Treatment: Free purgation and quietness 
only. 

G. Depressed fracture of mild degree 
giving rise to no symptoms. whatsoever. 

Treatment: Because of late development 
of brain cyst and late pressure symptoms, 
such patients should be operated upon, by 
elevation of bone and cleansing wound of 
clot, etc., as in class C. 

H. Strictly does not enter into a dis 
cussion of fractures, but calls attention to 
the fact that scalp laceration without. un- 
derlying bone damage sould be: cleaned 
out and sutured carefully so as to avoid 
the complication of brain abscess. 


CASE I, 


No x-ray. Diagnosed fracture of base of skull 
Here is a case of a 63-year-old: man, unconscious 
when admitted, with labored breathing, dilated pu- 
pils but with a slow response to light, sluggish re- 
flexes and blood discharging from both ears 
Admitted April 3rd. On the fourth he was irra- 
tional. with pupils less dilated, pulse slowing and 
Testraint necessary. On the fifth he gave the im- 
pression of knowing and answering questions; 
pulse more rapid, and restless. Sixth, muttering, 
pulse weaker and more rapid, but he retained 
liquids. Seventh, progressively worse, death on 
the eighth. 

Hete is a typical case of class B. Unconscious, 
lucid interval, pulse lowering, then raising, and 
oe symptoms of progressive compression until 
eath. 

If Dowman had been followed, operation would 
have been done on the second day when the pulse 
became slower and the lucid interval began, or 
failing to get operative consent, some hypertonic 
treatment should have been instituted. As it was 
the patient was treated expectantly and except for 
morphine on the seventh, was treated as a class F 
where rest only is indicated. 


CASE II. 
Admitted March 4th with diagnosis of 
°. 


Aged 15. 





8 


sealp avulsion; fracture of right ankle. (Final. di- 
agnosis proven by x-ray findings gives a skull frac 
ture, small, lineal, back of temporal bone with no 
depression.) Male, unconscious, bleeding, unequal 
pupils. Right dilated and does not respond to 
light. Avulsion of two-thirds of scalp from neck 
to forehead. 

This case resolved itself into one of compound 

some contusion of brain. It falls in 
C, tat mray showed so small a fracture that ex- 
pectant treatment was advisable, and the real con- 
dition of shock, from a multitude of injuries and 
blood loss, was taken care of by glucose and saline 
intravenously with hemostatic serum to stop oozing 
and loss of blood. This case was handled expect- 
antly and carefully and cleared up promptly after 
the shock was controlled. This took several days. 
I might here add that there is always the problem 
of shock in all head injury cases, and care in op- 
erative procedures, as well the indications for op- 
eration, must be dependent on shock. It is inad- 
vigable toe give hypertonic solutions in shock cases. 
In all classes shock may be a factor. 

This patient was readmitted August 5th for the 
removal of a sequestrum of bone from outer table 
ef left frontal sinus which left a discharging sinus. 
This was missed by the x-ray taken at the time of 
original injury, which indicated that it is wise not 
to place our whole reliance on x-ray. 

CASE Iii. 

Male, aged 44, admitted Dec. 12, 1926, with diag- 
nosis of skull fracture; unconscious, face and eyes 
swollen, blood from ears, pupils irregular; right 
pupil widely dilated and does not react to light; 
left reacts to light. Paralysis of body on one 
side. X-ray shows fracture of zygoma, but with 
notation that complete report could not be given 
ya patient was too restless for thorough examina- 

n. 

Treatment: This patient was never conscious, 
and falls closely to class A with a leaning towa’ds 
class B. Supportive treatment was given, mostly 
intravenous glucose, and morphine. When the 
pulse fell on the third day, death was approaching. 
A hopeless case from the start with massive brain 
injury. Too low to operate at any time. The sur- 
geon made the note that death would have resulted 
with or without operation or hypertonic solutions. 


CASE Iv. 

Male, age not stated, admitted Sept. 24, 1926, 
with diagnosis of skull fracture of temporal and 
anterior fossa of base, with other injuries of right 
shoulder. Bleeding from nose, loss of hearing right 
ear, left pupil dilated and reacting slowly, right 
eye bulging and 
area. Babinski present on right foot. No x-ray. 

ment was for shock, although pulse was 
from 54 to 60. Glucose solution by rectum given 
in large quantities. There never was any proof 
ef fracture and after initial unconsciousness he 
fell imto Class F. Was able to leave hospital in 
eleven days. 
CASE V. 

Male of unknown age, admitted to hospital April 
10, 1926, with diagnosis of skull fracture. No ab- 
normal reflexes, never unconscious; pupils react- 
ing to light and equal. Right eyelid swollen and 
nasal hemorrhage. X-ray does not confirm diag- 
nosig of fracture. Temperature and pulse low on 
admission but normal next day. Principal com- 
plaint, headache and nausea. Discharged in seven 
days and sent home to rest. Falls under class F. 


CASE VI. 
Male, aged 30, admitted June 8, 1926; diagnosis 
of skull fracture and rupture of longitudinal sinus. 
Laeerated wound of vault with equal pupils re- 


ecchymosis over right temporal 
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sponding to light and depressed fracture of vault. 
A class C case. 

Treatment: Operation and removal of ‘loose ‘but- 
ton of bone and pressure sponge to control sinus 
bleeding. Recovery uneventful. Handled just as 
Dowman asks in class C. Pulse was-.a little low 
for a few days. Discharged in twelve days. 

CASE VII. 

Female, aged 2, brought to hospital for observa- 
tion following a fal]. X-ray disclosed a V-shaped 
fracture of left occipital region. After two days, 
did not have convulsions or other signs of com- 
pression, and went home for further observation. 
It sa wise to watch such cases for some time after- 
wards. 

e Xandv jisacasTIssarstrofselh- mfwyp fwyao 
CASE VIII. 

Male, aged 22, entered hospital June 23rd with 
diagnosis of skull fracture; pupils equal and re 
act to light; slight bloody discharge from ear; con- 
tusion in parieto-occipital region; unconscious. 
X-ray shows linear fracture of parietal bone from 
parieto-occipital suture forward, on right side, 
lower part of parietal bone. No basal fracture. 

Treatment: He regained consciousness quickly, 
showed no great pressure signs, although pulse 
was variable, at times, on the same day, from 66 
to 86. Felt good, little headache. Treated by rest 
and given liquids. Falls into class F. Treated 
as of that class. Left hospital very well in twelve 
days. 

SUMMARY OF CASES. 


a Unconscious 
a2 


No 
Yes 
Yes 


FRACTURES OF THE RIBS. 


S. I. BLOOMHARDT, M. D. 
Phoenix, Arizona 

A very superficial glance at the anatomy 
of the ribs, perhaps, might help us in the 
study of fractures of these bones. The up- 
per seven ribs, you will remember, on each 
side articulate with the sternum. The 
eighth, ninth and tenth ribs are connected 
by the costal cartilages anteriorly, but the 
eleventh and twelfth ribs have no anterior 
attachment,—the so-called and well-named 
floating ribs. Thus, it takes no particu- 
lar imagination to understand why the low- 
est ribs are less liable to fracture than 
those attached with cartilage, and those 
attached with cartilage less liable to frac- 
ture than those of bony attachment. Again, 
of those with bony attachment, nature is 
rather ingenious by protecting somewhat the 
upper two ribs by the clavicle, those stout 
bones of many hard traumatisms; at least, 
it protects them from blows of direct vio- 
lence which account for no small percentage 
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of the bad fractures. A great depression 


of ‘the shoulder, however, may bring this 
me protecting clavicle to bear directly 
rea the first ribs and this may, in turn, be 


alcause of fracture. The ribs suffering 
most frequently, then, from fracture you 
can well understand are those from the 
fourth to ninth, as the upper ribs are bet- 
ter protected and the lower ribs more mov- 
able. Again, the ribs, owing to their shape, 
elasticity and mode of attachment, readily 
bend and as readily, I may add, recover 
shape and thus again withstand consider- 
able force without breaking. Also the ribs, 
in early life, are very elastic and even 
though fractured, it is most often an in- 
complete fracture. In childhood, they are 
so elastic that a break is extremely rare. 
Notwithstanding these facts, the situation 
of the ribs so exposes them that in sixteen 
per cent of all fractures, these bones were 
involved and, since the day of automobile, 
even a higher percentage. I was asked to 
review the cases of fractured ribs admitted 
to this hospital but, as you all know, unless 
it is a very severe chest injury, such a case 
is not referred to the hospital. I was fur- 
nished with twelve rather interesting cases 
and we will study these along with some 
other matter. 
CAUSE 

The common cause is direct violence; the 
less common causes by indirect violence, as 
compression of the chest, in which case the 
rib breaks at the most convex part, or near 
the angle; by violent muscular action, such 
as occurs in coughing or straining; this 
latter cause I admit to be rare. Recalling 
our teaching as to causes or reading text 
books not upto-date and then reading his- 
tories of present day, the causes of frac- 
tured ribs given will differ greatly. Today 
the automobile accident is the one big out- 
standing cause, in over seventy per cent of 
the cases in tonight’s study, and I imagine, 
were I to study the office records of you 
all, possibly, a good percentage of rib frac- 
ture cases would also be due to auto acci- 
dents. Since the automobile has become so 
much a routine of life and speed such a 
dominant feature in our make-up, fractured 
ribs are much more common, much more 
severe, and complications more varied, in 
this present era. 

Of the twelve cases reviewed, two were 
caused from falling off scaffolds; one 
caused from fall off top of street car fol- 
lowing electric shock, in fact, was knocked 
from the roof of the street car by electric 
shock; one case struck accidentally (just 
what with I do not know, as it is not stated 
in history) ; the others were automobile ac- 
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cidents or associated with automobiles. An 
important point in all traumatic histories or 
hospital records is a clear statement of the 
cause. All the cases studied had definite his- 
tory as to cause, with the exception of one; 
this I consider very good. 
THE SYMPTOMS 

In the partial fractures, there may be no 
symptoms. Upon forcible expiration, as in 
sneezing, coughing, laughing, crying or in 
breathing hard, pain may be felt at the site 
of the fracture, or localized pain may be in- 
creased by movements of the chest or pres- 
sure over the sternum. Grunting respira- 
tion is, I think, a rather characteristic 
symptom which you all know, with a short 
and catchy respiration. In only the occas- 
ional case does one find deformity or abnor- 
mal mobility. Crepitus is frequently ab- 
sent; it is obtained by placing the hand or 
the ear over the point of greatest tender- 
ness while the patient takes a deep breath, 
or by alternating pressure on the bone on 
either side of the fracture. The attitude of 
the patient, if observed closely, is often 
characteristic; it is a very deliberate atti- 
tude, guarded and stiff, and in severe 
cases, I once heard it aptly described as 
suggesting the movements of a child with 
acute caries of the dorsal spine. Hemop- 
tysis suggests lung injury. Hemoptysis 
and cellular emphysema without an external 
wound, prove injury to the lung. Also, if 
air gathers in the subcutaneous tissue and 
there is no wound on the surface, it is proof 
of rib fracture with lung damage. In such 
cases the lung has been penetrated by a 
fragment and air has been forced into the 
tissues. This condition is recognized by 
great and growing swelling, which crackles 
when touched and is called cellular emphy- 
sema. X-ray is of the greatest help in diag- 
nosis. Of the twelve cases studied five 
were not x-rayed; three of these showing 
definité physical symptoms of fractured 
rib, without complications, and relief of 
symptoms by classical treatment. X-ray 
reports showed several interesting cases. 
No. 12269, fractured clavicle and fracture 
of first, second, third, and fourth ribs—the 
third rib having two fractures, and line 
fracture through scapula; remarkable to 
have so much breakage without lung com- 
plications, but x-ray report indicated no 
marked displacement of fragments, which 
is possibly the explanation. In contrast, in 
Case 12195, x-ray shows fracture of sixth, 
seventh, eighth, ninth and tenth ribs, of 
which the eighth, ninth and tenth each are 
fractured in two places, with some displace- 
ment of fragments; this case was compli- 
cated by cellular emphysema, punctured 
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lung, extreme shock, etc. Both are rare 
cases, as we seldom see fracture of first rib 
and not often of the eleventh and twelfth 
ribs, which bears out a previous statement 
about the automobile’s place in fracturing 
ribs. Again, Cast 10231 shows fracturing 
tips of tenth and eleventh ribs; Case 10293 
fractures of ninth and tenth ribs; Case 
12420 fractures of third, fourth and fifth 
ribs with displacement, cellular emphysema 
and bloody expectoration. In criticism of 
histories. I believe the records of symptoms 
are much too scanty and hurried for the 
purpose of study; I would not consider them 
of great value. X-ray reports are good. 
TREATMENT 

The treatment of fractured ribs is more 
or less classical, i. e., immobilization of the 
affected side; if necessary, additional 
splinting with morphine or other form of 
opiate of choice. The usual method of im- 
mobilization is with adhesive plaster. In 
the male, the chest should be shaved, an 
important point, too frequently neglected, 
the result being an uncomfortable patient 
and a dread of having straps removed and 
others applied, a point we should guard 
against. A piece of lint placed over the 
nipple, if it is in the line of strapping, is 
also a nicety and comfort for the patient. 


Adhesive plaster strips three inches wide 
and long enough to extend about three 
fourths around the chest are applied from 


below upwards, during expiration, each 
strip overlapping the preceding one. If 
strapping increases the pain, it should not 
be employed, as the ends of the bone are 
probably driven inwards; such cases should 
be confined to bed with a compress between 
the shoulders. Case 12420, automobile ac- 
cident with fractures of the third, fourth 
and fifth ribs, and some displacement, was 
strapped and pain increased being relieved 
only when the straps were removed. Frac- 
ture of rib with visceral injury, is highly 
dangerous and should be treated for compli- 
cations as they arise, according to best 
medical principles. A cough mixture, if 
necessary, containing an opiate, is a great 
help during the first week. If there is great 
displacement that is irreducible by pres- 
sure, an incision and elevation of the parts 
and immobilization by suture are to be con- 
sidered. Union occurs in about three weeks. 
If there have been any pleural or lung com- 
plications, great precaution should be ex- 
ercised in the. after care. One should al- 
ways examine a patient with fractured rib 
for associated fractures. In this small series 
we have associated fractured clavicle, frac- 
tured scapula, fracture of forearm, fracture 
of skull, three jammed shoulders, and most 
all with multiple body bruises and lacerations. 
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The treatment of this series of cases is 
very good and satisfactory. They were all 
strapped and eleven give notes of relief 
upon strapping. The odd case we have 
spoken about, in which strapping increased 
his pain, due to pressing in of fragments. 
Case 12195 had a very stormy convales- 
cence, but she was an alcoholic and had 
multiples of everything, besides a tempera- 
ment. 


In patients over fifty years old “neuralgic 
pains” at the seat of fracture will some- 
times persist for several weeks after the 
fracture is united. This may be relieved 
by the application of moist heat to the 
affected part and by counter-irritation of 
a more vigorous kind. Also, the use of in- 
fra-red I have found to be quite an adjunct 
in promoting healing and making patients 
comfortable. 

Of the complications, rupture of the lung 
is the most serious and causes one the most 
anxiety. Hemorrhage from the internal 
mammary or intercostal artery may be con- 
trolled by ligation, or by pushing a gauze 
sac between the ribs and filling the inner 
end of the sac with gauze so that, when 
drawn upon, it will make pressure from 
within outwards. Excepting extensive 
wounds, bleeding from the lungs is rarely 
fatal, and bleeding is checked by collapse 
of the lung. If the lung is injured, it is 
usually accompanied by great shock. 

The complications in this’ series, are 
very interesting, but only one proved of 
serious nature; that one was a fractured 
skull with fractured ribs secondary. There 
is a case in the hospital now who has had 
many complications and I hope we may 
hear about it in discussion. Case 12420 
had lung puncture; death—bronchitis - to 
pneumonia. Case 12269 had fractured 
clavicle, four ribs fractured, fracture of 
scapula. Case 10422 had fractured clav- 
icle and contusion of left shoulder. . Case 
11618 had fractured base of skull resulting 
in death. Case 9114 had fractured ulna and 
radius. Case 9334 had very bad bronchitis 
secondary to tonsillitis. 

In this group we find no severe hemor- 
rhage and no pneumonia. 

Case 10231 was complicated by electric 
shock or electric shock complicated by frac- 
tured ribs, as you will. 

The histories are surgical histories, there- 
fore short and concise perhaps as they 
should be. The clinical symptoms, even for 
surgical histories, are too short and of no 
value as records. The cause, diagnosis, 
x-ray reports, treatment and progress rec- 
ords I would consider very good. As 4 
study, they were interesting. 
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CLINIC ON ALLERGY 
DR. WILLIAM T. DRAKE 
Kansas City, Mo. — 

(Held at Hotel Dieu, El Paso, as part of the Clin- 
ical Congress of the Medical and Surgical Associa- 
tion of the Southwest, Nov. 2 to 5, 1927). 

CASE I. 


This patient gives history of painful menstrua- 
tion, frequent, occurring at intervals of two or 
three weeks; excessive bleeding, which dates back 
to early life’ Has had a number of nervous 
shocks, among them being lost at sea. Chief com- 
plaint: Hives, with attacks at night after removal 
of clothing; worse when she is nervous or when 
' ghe becomes heated. Relieved by cold. Not af- 
fected by food except that eggs, pork and oatmeal 
cause indigestion. Has never had asthma, hay- 
fever or eczema. “Sensitive to everything.” 


Here we have a typical case, claiming to 
be sensitive to “everything.” There are 
many people who make this claim, but it is 
not true. In certain types of cases the pa- 
tient may be sensitive to two or three 
things, however. She gives a history of 
several nervous shocks, among them being 
lost at sea; this may or may not be of im- 
portance in her case. 

It sometimes takes months to solve some 
of these cases. Hives are always an inter- 


nal reaction to something that has been 
absorbed or generated in the body. Hives 


is one of the hardest problems I have ever 
had to deal with. 

Q. What effect does water have on the 
skin—say in the case of a patient who 
seems to be particularly sensitive to water 
during cold weather? 

A. I think these people are probably 
sensitive to certain degrees of cold. I have 
seen cases in which if you put a drop of 
cold water on the patient’s skin, the hive 
would come out over the exact area covered 
by the cold water. One patient I recall 
could leave a piece of ice on the skin for 
half an hour, take it off and have no sign 
of hives; but if he put a drop of water of 
a certain temperature on his skin, he would 
have hives. 

This patient is affected by scratches. 
This condition is usually found about the 
waist-line where the clothes are tight, on 
the feet, etc. If the patients begin to 
scratch, they have hives. If they scratch 
over a large area, they will itch all over, 
which is a general reaction. 

By way of treatment, I would advise this 
patient to scratch herself thoroughly all 
over, night and morning, with a good stiff 
brush. Within three weeks I think she will 
feel better. She may continue to be sensi- 
tive to heat or cold, or when excited. She 
will probably react to heat of a certain de- 
gree. Heat sensitive cases are usually 
worse when exercising. This is what we 
call multiple sensitiveness; they are not 
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sensitive to “everything” but they are sen- 
sitive to more than one thing. 

I recall a patient who was terribly sensi- 
tive to glue. Once he picked up a beer 
bottle that had a wet label on it, and the 
general reaction nearly killed him. Another 
time he put on a pair of shoes which had 
just come back from the cobbler’s, and im- 
mediately began to have a severe reaction; 
he pulled off the shoes, and proceeded to do 
a little of everything but die. With such a 
history we knew that he was very, very 
sensitive to glue. We put a little glue on 
his skin and immediately washed it off. 
The skin became red, edema appeared, he 
began to scratch and had a frightful attack. 
Became unconscious and pulseless. We ad- 
ministered adrenalin, and in about half an 
hour he began to come out of it. Such re- 
actions can be terrific. I do not know of 
anything that will alarm one so much, if 
you do not know what these reactions are. 

I have had three patients so sensitive to 
eggs, the merest trace of egg will make 
them very ill. I recall two cases of mine, 
little children, three or four years. old, who 
had eczema for a long time. Their features 
were obliterated, the skin was red, exudate 
running off the face and hands, in fact they 
were hideous and loathsome to look at. On 
the body, too, there was abundant evidence 
of the condition. I went into great detail 
with the mother of each child, telling them 
to keep away from eggs, or anything that 
had eggs in it, such as noodles, cake, etc. 
The condition went on for two or three 
months, and I was losing patience, and so 
were the mothers. Finally, I told one of 
the mothers to get all eggs out of the 
house, and everything that contained eggs. 
Promptly the child began to improve and 
got well, the ecezema disappeared and the 
child was normal in every way. We were 
happy, and told the other mother the same 
thing, and got the same results. Then each 
of these cases would have a recurrence off 
and on, and I worked for months trying to 
find out the reason for it, never thinking 
of eggs, because I had told them to keep 
eggs out of the house altogether. Then I 
discovered that the parents would eat eggs 
away from home and kiss the kiddies after- 
ward, and they would have a reaction. 

In cases like these we try to desensitize 
them by feeding egg in this manner: We 
use the whole egg, shell and all (because 
the patient may be sensitive to the egg- 
shell or something on the outside of the 
egg), and we stir it up well. Then we put 
a drop of this in a glass of water, give it 


to the patient three times a day; the next 


day two drops; then throw it away. We now 
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take another egg, give two drops three 
times a day; the next day four drops; then 
throw it away. Another egg,—give four 
drops three times a day; then eight drops. 
Double the dose each day if you can. One 
case I had would show evidence of eczema 
every time we got up to eight drops, and 
we had an awful time getting beyond that 
eight drops. When this occurs, it is al- 
ways well to drop back a little when you 
start in again. Some people you cannot 
desensitize at all. 


‘You can desensitize cold-sensitive cases 
by having them take cold tub baths; you 
can build up the tolerance in sunlight cases. 
The hardest problems are _ heat-sensitive 
ceses that react when there is a change 
from cold to heat. You cannot desensitize 
to heat in any way except to build up the 
general health. If you get everything else 
that is wrong straightened out, perhaps 
they can stand heat better. Some stand 
heat better if you avoid cold. 


I had one case of a doctor who had asth- 
ma every summer, and he said he could 
point to the very tree that was causing his 
asthma. If he played tennis in hot weather 
he would go under this tree and cool off, 
and get an awful case of asthma. The fact 
of the matter was, we could reproduce his 
asthma in the wintertime by heating him 
up, and when he was good and hot, rubbing 
him with a little ice; he would cool down 
and immediately stuff and start wheezing. 
Then we could stop these same symptoms 
by heating him up again. Through the 
use of cold baths, and the avoidance of ex- 
ercise in hot weather we got him to the 
point where he had no asthma at all, and he 
changed from a wreck to a well man. 

We now get relief in complicated pollen 
eases. I had one case that was relieved 
for eight years. We gave him treatment 
for two or three years for pollen, and he 
has been well ever since. One doctor treat- 
ed himself for two or three seasons, and has 
been well ever since. The average case if 
treated one season will get complete _re- 
lief; if you do not treat him the next sea- 
son, he will probably have some trouble; the 
following season a little more trouble; the 
following season still more, and then you 
have to treat again. 

Q. In making a test for pollen, you are 
liable to get an awful reaction if you are 
not careful, isn’t that true? 

A. I would advise you to pay less atten- 
tion to the skin, because your history gives 
you a lot more information. than any skin 
test. And do not try to follow the text- 
books too closely. The pollen in different 
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districts is totally different. For instance, 
our rag-weed pollen is quite different from 
the rag-weed of the east. We make our 
pollen tests by using white vaseline on a 
slide, collecting the pollen of the different 
weeds, and getting the pollen count in this 
way. For instance, if a patient comes in 
on the 15th of September, and we consult 
our chart and find that the pollen count of 
rag-weed jumped fro m10 to 1000, as fre- 
quently happens, on that day, we know this 
is the cause of his trouble. I prefer this 
method to skin tests in all cases. We do 
not make skin tests. Some positive cases 
give a negative skin test, and vice-versa. 

A honey reaction can make a person very 
sick. These patients are not sensitive to 
the honey itself, but to the flower that 
the honey came from. 

Many people are extremely sensitive to 
bed-bugs. I have seen cases with one or 
two bites, where it seemed that if they had 
had three bites it might have killed them. 
I know of one case, a child, who was stung 
by a wasp, the mother rushed out, brushed 
the wasp away, and before she got the 
child in the house, it was dead. Some peo- 
ple are very, very sensitive to these insect 
bites. I have seen bed-bug bites which pro- 
duced vomiting, diarrhea, etc. 

Q. What about spider reactions? 

A. I have never seen any. I think that 
a spider reaction can only be produced by 
certain spiders, and in certain patients. 
Some people get a violent reaction from a 
hornet sting; yet I can get quite a kick 
out of having a hornet sting me and then 
have to fly away disappointed, because a 
hornet sting does not bother me at all. A 
hornet’s sting will hurt some people and 
cause much swelling and discomfort; anoth- 
er person will not pay any attention to it. 

I have studied food allergy cases a good 
deal. We found a real lesion in many in- 
stances where a patient would markedly 
react to food. Abdominal lesions pre-dis- 
pose a person to food allergy. 

Q. Is not this transmitted from mother 
to offspring? 

A. Yes. It is always transmitted from 
mother to offspring. Rice, potato or egg 
may affect the mother’s milk so that it 
will make the baby terribly sick. I. think 
that is a very important thing for baby doc- 
tors to note. 

Q. What has been your observation: in 
cases who are sensitive to drugs? 

A. They can be terrible. Cocaine. can 
produce a perfectly violent reaction in a 
cocaine-sensitive person. That is the -rea- 
son why doctors avoid cocaine in local. anes- 
thetics, I presume. I do not think novo- 
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caine has the same tendency to cause a re- 
action. People react to cocaine, aspirin, 
tincture of larkspur, morphine, etc. You 
can-inject morphine and get a hive in many 
people. 

Q. I knew of a case that was sensitive to novo 
caine and cocaine combined, but not sensitive to 
eithen alone . I ran across it in preparing the case 
for cystoscopy; the novocain or cocaine alone pro- 
duced no reaction, but I did get a reaction when 
combining the two. The same patient was sensitive 
when novocaine and cocaine was swabbed on the 
mucous membrane of the nose. Have you had any 
experience in these cases? 


A. That is a thing that has never been 
reported. I know that it exists. I would 
urge you to study the case carefully and 
make a report of it. 

Q. The other day I came across a patient . who 
lives.on.a ranch. He stays indoor most of the 
time, but occasionally goes out and rides, .nd 
when he does, either from wind or light, he de- 
velops eczema on the face or hands. Do you think 
that: is:entirely due to irritation. from the wind, or 
is there some underlying cause? 

A. I do not think it is due to wind or 
food. It is probably due to light, or possib- 
ly due to the pollen from some weed. I 
have heard of eczema cases which were 
caused by hay or corn, and not from pollen 
at all. If you can get at the cause of any 
case of eczema, you can desensitize them, 
and successfully clear up the skin. They 
are satisfactory cases to treat because they 
clear up so beautifully. 

If this case you mention is a light-sensi- 
tive case, I would suggest that you expose 
the whole body to the light, front and back, 
keeping the face out of the light, if you 
wish, and increasing so that he will be- 
come tolerant to light. Start him on just 
enourh exposure to get a slight reaction. I 
would expose an area on the arm, give him 
a good exposure and see if he reacts, and 
then you can judge your first dose. 

I would advise anyone giving pollen to 
study it pretty thoroughly before you be- 
gin. If you do not do it exactly right, do 
not do it at all. Failures are too many. We 
frequently give three doses in one day, 
when a patient can only stay for treatment 
for a week. or so. Double each time if you 
can. Pollen immunity comes very quickly. 
A pollen reaction may come in one to five 
minutes. You can take a patient from an 
infinitesimal dose to an enormous quantity 
in a week’s time. 


CASE II. 

Male, age 65 years. Cataract left eye. Consid- 
erable loss of weight. Color bad. Cataract first 
noticed a year ago last summer. Christmas day, 
1924, had a violent attack of asthma. Taken home 
and relieved by family physician with injections 
of adrenalin. Incidentally no asthma since then, 
although he had it for fifteen years before. Fol- 
lowing spring in routine eye examination for 
glasses, found cataract left eye. No venereal dis- 
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ease. Considerable diarrhea for 26 years. Lived 
in tropics for many years. Appetite poor, Sleeps 
well. No pains. Some frequency of urination at 
night. No shortness of breath on exertion. H m- 
orrhoids for years. FINDINGS: S§8.B.P.: 132, D.B.P. 
82. Co'or of skin anemic. Skin loose and flabby. 
Marked emaciation. Fair degree of pigmentation. 
Purpling ‘of hands and feet. Nails show some 
striation. Tongue rather pale. Appearance of 
anemia in roof of mouth. Throat negative except 
for pallor. Enlarged spleen, covering. area fully 
three times ordinary spleen. Urine: Sp. gr. 1016, 
acid reaction, no albumen or sugar, few epithelial 
and white blood: cells. Atrophied right lobe of liv- 
er. Has lost 34 pounds, without explanation in 
last few years. Diagnosis: One of the forms of 
anemia. . Treatment: Iodides in small quantities; 
calcium to build up his metabolic or tissue changes. 
Diet along lines of fruit juices, fresh fruit, vege- 
tables, cereals, no milk, using butter on cereals. 
Blood examination: Hemoglobin 55%; red count, 
2,900,000; white count 6,000; polys 67, sm. monos 
81; large monos 1; eosinophiles 1. Wassermann 
test negative. Teeth in bad condition. Absence 
of knee reflexes. Heart somewhat enlarged. 

The history of diarrhea, such as this pa 
tient complains of, is an alcoholic diarrhea. 
The loss in weirht does not. go with perni- 
ciovs anemia: the diarrbea would be a good 
excuse for this weicht loss. The patient 
does not complain of numbness, and this 
is verv much against pernicious anemia. 
Pernicious anemia has. as one of its symp- 
toms, numbness of the finger tips, and 
nervousness. Very few diseases, except 
anemia, give this svmptom of numbness 
of the finger tips. Loose or reduced knee 
jerks are very often present in these cases. 
The patient’s mouth showed oral sepsis. 
Oral sepsis does do all sorts of things to 
people, but in pernicious anemia it has no 
bearing. The tongue in pernicious anemia 
is either an atropic toncue or it is glazed, 
deeplv furrowed, often ulcerated. His heart 
is enlarged; that goes with anemia. These 
flabby hearts come back to almost normal 
under digitalis. An enlarged spleen occurs 
in a certain number of cases of pernicious 
anemia. 

I do not believe this case is pernicious 
anemia. If it is, he ought to live as long 
with his illness as without. 

It mav be that pernicious anemia is dif- 
ferent in one district than it is in another. 
It may be that in a high altitude or dry 
atmosphere, it would act differently. It 
is possible too that those cases which have 
been diagnosed as pernicious anemia here, 
might be diagnosed as “sprue” down in the 
tropics. I know of one case of “sprue” I 
have seen, which came to autopsy, and he 
had pernicious: anemia. It may be that 
they are one and the same thing. 

I believe in blood transfusion. I like to 
get my patients well quickly. If you can 
get a patient well in five minutes, why take 
three months to do it? I do all transfusions 





14 


in my office. Sometimes a patient comes 
in on a stretcher, in an ambulance, and is 
able to walk out of the office; in that is a 
thrill you get once in a life-time. I am an 
_ extremely strong advocate of transfusion, 
because if your technic is flawless, it is 
exactly like giving a man a fresh drink of 
water when he is thirsty. But there is no 
use giving a pint when he needs three 
quarts. Watch your patient carefully, and 
be sure to give enough. 

I recall one case who had a bleeding gas- 
tric ulcer, was not markedly anemic and I 
did not want to transfuse because I did not 
think he needed it, but we put him on a 
course of treatment. I hate to see a pa- 
tient operated on for stomach ulcer unless 
there is obstruction. So we decided to try 
medical treatment. I was called out of 
town, and while I was gone the surgeon 
in this case discovered cause for an imme- 
diate emergency operation. When I got back, 
the patient had been operated on, was vom- 
iting, hemorrhaging violently, and sud- 
denly developed a hemorrhage from the 
rectum. The surgeon called on me and 
asked me to transfuse immediately or he 
thought the patient would die. While this 
conversation was going on, in walked a 
donor who wanted $25.00; he was an 
emergency case too. So we did a transfu- 
sion in less than an hour. If that man 
had not walked into the office just then the 
patient would have died from hemorrhage. 





SURGICAL CLINIC 


DR. JAMES T. CASE 
Battle Creek, Sanitarium, 
Battle Creek, Mich. 
Hotel Dieu, El Paso, November 4, 1927. 


(As @ part of the Clinical Congress of the Medical 
and Surgical Association of the Southwest, at their 
ane meeting, at El Paso, Texas, Nov. 2 to 5, 
1 ‘ 

EXPLORATORY LAPAROTOMY UNDER! SPINAL 
ANESTHESIA. 
History. 

Mexican woman, age 49, married. 

Complaint: Severe pain in abdomen, especially 
upper left portion. 

Family History: Unable to secure. 

Past History: Had smallpox as a baby. Has had 
eight children; all living. Passed the menopause 
at age of 39. No history of previous illness, ex- 
cept the smallpox mentioned, and pneumonia six 
years ago. 

Present Illness: Began six months ago, when she 
noticed her abdomen was beginning to enlarge. 
On October 18th, she had a severe pain in upper 
left part of her abdomen, which was severe enough 
to require morphine. At this time her abdomen 
was filled with fluid, with much distention. No 
palpable masses. On October 22, a phlebitis of the 
left leg developed. She was removed to the hos- 
pital for observation. The fluid in the abdomen 
seemed to diminish, so that bimanual examination 
showed hard, nodular masses. Blood count at this 
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time was 12,000, with 66 per cent polys. Wasser- 
mann was negative. Urine negative. All other 
physical signs negative, except those mentionod 
above, 


(Note: The chief interest of this case was 
in the use of spinal anesthesia and Dr. 
Case’s comments on this procedure.) 

Four per cent novocaine is used, an am- 
poule of three c.c., containing twelve cen- 
tigrams of the drug, if all of it is given, 
which is rarely the case, since we always 
lose a little. It is usually injected into the 
third lumbar interspace. We use a very 
fine needle and infiltrate the skin, so that 
the patient feels no pain. We ordinarily use 
a ten c.c. syringe so that we can see how 
much we give; this patient is of good 
weight so that we will use most of the am- 
poule. We first let the patient sit up for a 
moment; then as the patient lies down,. 
have a pillow under the head to keep the 
chin forward on’ the chest, to encourage 
the flow of spinal fluid. Where you want 
the anesthesia for work low down, you need 
not inject so hich, but at the lowest satis 
factory point. We never use more than 
half an ampoule for perineal work or opera- 
tions below the waist; for abdominal work, 
the injection of ten centigrams is quite suf- 
ficient (five-sixths of the ampoule). We 


have accompanied this injection with an 


ampoule of ephedrine; we used to use caf- 
feine, and some still do. Ephedrine is a veg- 
etable substitute for adrenalin, but main- 
tains elevation of blood pressure for a much 
longer time. Spinal anesthesia is excellent 
for work on the prostate, bladder, lower 
ureter; have not used it for kidney work. 
For any oneration below the navel this 
anesthesia is ideal, if you have a patient of 
the right disposition. As soon as I saw 
the nationality of this patient and talked 
with her, I picked her for this type of an- 
esthesia. People who are slightly deaf are 
good subjects for local anesthesia. I have 
removed carcinoma of the transverse colon, 
of the cecum, and done the operation of 
gastro-enterostomy under spinal anesthesia. 
When you begin to get anesthesia high rap- 
idly, you should put. the chin in flexion, but 
the novocaine rapidly becomes fixed and 
then use even the Trendelenburg position. 
In over one thousand patients upon whom 
spinal anesthesia was used, I have had 
three patients go bad with respiratory fail- 
ure. One was in extremis before operation 
and this anesthetic should not have been 
used. The other two were gall-bladder 
cases and both stopped breathing at the 
moment of clamping the cystic duct. I 
have had men say they have had the same 
experience with patients under ether anes- 
thesia. I cannot explain it. I have had 
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one case with nerve disturbance after oper- 
ation; operation was for pelvic repair and 
patient had some paresthesia and anesthe 
cia involving certain rami of the sacral 
nerves, with bladder paralysis lasting three 
weeks; in about two months all symptoms 
had disappeared. To avoid such incidents, 
it is important to use a small needle, the 
smallest the fluid will go through. It is said 
that patients get headache after spinal an- 
esthesia; I have had only ten patients with 
headache in about a thousand cases, and 
pec! were people who were subject to head- 
aches. 


This woman has had an ascites which is 
diminishing. She has some pelvic masses 
and some that can be palpated through the 
abdominal wall. She has had attacks of 
colic, especially in the left side. X-ray ex- 
aminat‘on reported nothing resembling ob- 
struction. She has had much _ vomiting. 
This is very frankly an exploration. Several 
have seen her and think it is probably not 
a benign lesion, and it may be entirely ad- 
nexal malignancy. One of the disadvantages 
of this anesthesia is that we cannot talk too 
plainly about what we do or see. Patient 
has not lost much weight. 

We make a left sided incision. We find 
a very relaxed abdominal! wall, partly from 
the type of anesthesia; we get “abdominal 
silence” in the truest sense with this kind 
of anesthesia; we never have to fight the 
patient. We had some trouble in introduc- 
ing spinal anesthesia in our clinic because 
of the prejudice; when it was first used, 
there were some accidents with cocaine, and 
there was a distinct prejudice against it. 
We have had one per cent failure, and it has 
always been when there is injection outside 
of the spinal canal, with the needle part 
way in and part way out, the injection not 
going into the canal; such perithecal gives 
only partial anesthesia. Jannesco used to 
use perithecal injections for some of his 
work higher up, not going into the canal, 
but to one side of it. 


We carefully stop all bleeding points be- 
fore the peritoneum is opened. The amount 
of- relaxation is rather embarrassing, but I 
hate to use an anesthetic in which we have 
to fight the patient’s intestines all the time 
+o keep them in the abdomen; that is more 
narmful than the anesthetic. Incision of 
the peritoneum shows fluid under pressure. 
There is carcinomatous involvement all over 
che peritoneum. The abdomen is just a 
cake, with omentum studded with small 
10dules (one removed for biopsy). Liver is 
nvolved and bowel studded with tumors. 
There is an ovarian cyst, evidently malig- 
aant. Do not find any dilated small intes- 
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tine. Do not see any occasion for anything 
but closvre. Do not see any occasion for 
doing an anastomosis. The operation serves 
the purpose of settling the question for her. 


THORASCOPIC CLINIC 
RALPH MATSON, M. D. 
Portland, Oregon. 

(Masonic Hospital, El Paso, Texas, November 3, 
1927). 

(Before the Clinical Congress of the Med- 
ical and Surgical Association of the South- 
west, at their thirteenth Annual Meeting. in 
E] Paso, Nov. 2 to 5, 1927.) 

A.C., IJr., Sunny Mountain Sanitarium. Santa Fe, 
N. M. Mexican man. 29 years old. Former occu- 
pation. consular service. Married. Pulmonary tu- 
berculosis. 

Past History: Has had the usual childhood dis- 
eases. Had scarlet fever in 1903, following which 
there was perforation of the right ear drum. Had 
malaria in 1913 and 1914. He was'in the United 
States until December, 1928; had influenza in 
August, 1918, and was ill two weeks. Pleurisy de- 
veloped in the left side. He moved to South Amer- 
jca and while there (in 1923) he began to lose 
weicht and strength, was nervous and noticed 
color in his sputum. He was free of cough until 
July, 1925. at which time he was diarnosed as hav- 
ing pulmonary tubercrlosis in the left lung. He 
entered Sunny Mountain Sanitarium and remained 
there until June. 1926, at which time he went to 
Fitzsimmons Hospital, where pneumothorax ‘was 
started in July. 1926. He is said to have slight in- 
volvement in the right lung also. 

Present Complaint: General weakness with 
cough. Raises about one and a half ounces a day. 
Patient is not feeling well. as they have been 
using high pressure in the left sided pneumothorax 
fnlus 4%). He has pain in the back across the 
shoulder blades. He is free of fever. 

The natient was civen a preliminarv 
hvrnotie of 1-6 ewrain of morphine and 
1-209 of sconolarin. one hour before go- 
ing to the onerating rnnm. The operating 
room was so arranged that when the lights 
were out. the room was in comovlete dark- 
ness. Examination of the x-rav findings 
and vhvsical.findines showed that the pa- 
tient had a left sided artificial pneumothor- 
ax, hut it was an unsatisfactorv collapse, 
due to the adhesions in the axillary line 
about the third rib. Dr. Matson stated 
that a careful studv of the x-rav films and 
fluoroscovic examination made him believe 
that this case was not suitable for intra- 
nleural pneumolvsis: however he thought 
the vatient should have the benefit of the 
thorascopic examination. A small _ skin 
area was infiltrated with half per cent 
novocain: after the skin was infiltrated, 
the needle was pressed deever into the in- 
tercostal space. and the tissues anesthe- 
tized to the parietal pleura. The needle 
was then pushed into the free space and 
a small amount of air drawn into the syr- 
inge, to demonstrate the depth of the 
chest wall. The site selected for the in- 
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troduction of the trocar was about the 
third left intercostal space, at the outer 
side of the rib line. A small bistoury was 
used to incise the skin, the incision be- 
ing about one centimeter in length, and 
parallel with the general direction of the 
ribs. A trocar and cannula were then in- 
serted through this incision; the trocar 
was withdrawn. The pneumothorax was 
maintained because the cannula contained 
a ball-valve, thus. preventing the outward 
flow of the air. The electric light was 
then placed through the cannula, and im- 
mediately the chest wall was illuminated 
to such an extent that the ribs were clear- 
ly, defined. Dr. Matson then located the 
adhesions to the chest wall, the lung tis- 
sue, and blood vessels along the edge of the 
incision. When the patient gave a slight 
grunt, the lung tissue would expand in a 
manner similar to a collapsed glove finger 
when air is forced into it, showing dis- 
tinctly that the lung tissue extended to 
the parietal pleura and that the shelf-like 
adhesions could not be cauterized without 
opening the tuberculous cavity. Dr. Mat- 
son said that if he endeavored to cauterize 
such an adhesion, the results would be 
disastrous, and bring the operation into 
disrepute. 


By manipulating the instrument he was 
able to demonstrate the base of the pleura, 
diaphragm, pleural covering of the peri- 
cardium and the mediastinum. He also 
manipulated the instrument so as to show 
the shelf-like adhesions to the dome of the 
pleura. 


In turn, he demonstrated to each of the 
small groun of doctors the various scenes 
described above. and thev were satisfied 
that the view through this instrument was 
ample and sufficient for the purvose de- 
sired. The main difficultv of the specta- 
tors was the lack of experience in orien- 
tating themselves, so as to know the di- 
rection of the structures examined through 
the light. Dr. Matson exnlained how, if 
this were a suitable case, he would intro- 
duce a cautery through a similar incision 
in the posterior axillary line and then vis- 
ualize the cauterv as it penetrated the 
chest wall and the most advantageous 
voint to burn the adhesion. He described 
how the chest could be cleared of smoke 
by causing the natient to give a slight 
grunt (not a cough) and the small instru- 
ment would allow sufficient air to escanve 
to clear away the smoke. He emphasized 
upon his audience, both doctors and 
nurses, the necessity of the strictest sur- 


gical asepsis, and said that caps, gowns, 
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gloves and masks should be sterile in- this 
operation. 

The type of instrument demonstrated 
was that of Jacobeus and he also demon- 
strated the enlarged view which could -be 
obtained by another instrument. 





REPORT OF CASE OF LUNG ABSCESS. 
FELIX P. MILLER, M.D., El Paso, Texas. 
(Presented before the El Paso County Medical 
Society). 











This patient, R. V., age 18, school boy, 
Mexican, came to me in July, 1927, com- 
plaining of cough, with a large amount of 


sputum; fetor was present. Cough was 
more pronounced in the morning and fre- 
quently resulted in vomiting, especially 
after breakfast. Appetite was poor, had ir- 
regular fever and had lost twenty-seven 
pounds in weight in the past two years. 

He complained of an ill-defined pain in 
the lower part of left chest. He states that 
he was well previous to September, 1925, 
when he developed a severe pain in the 
base of his left lung with fever, following 
an operation for infected tonsils. A diag- 
nosis of empyema was made, and a :‘thora- 
cotomy was performed but no pus was 
found. A second operation was performed 
and a tube was inserted. He did not think 
pus drained through the tube. His cough 
continued as before. In April, 1927, he was 
operated on and two or three ribs were re- 
moved, but no pus was found. 





JANUARY, 1928" 


At my examination a diagnosis of paren- 
chymatous lung abscess was. made; it was 
situated-in the base of the left lung. X-ray 
findings were obscure because of heart 
shadow: but conditions could be easily seen 
after lipiodol injection. Both anterio-pos- 
terior. and lateral films were made. The 
diaphragm showed movement on deep in- 
spiration. A phrenicotomy was done and 
the diaphragm was paralyzed, with slight 
compression of the abscess cavity. 

On August 15th, 1927, a partial thora- 
coplasty was done, with cautery destruction 
of the lung tissue until the abscess cavity 
was opened into and drained. 

Patient has made an uneventful recovery, 
has: gained twelve pounds in weight, is free 
of cough and fever and. has returned to 
school. 





CASE REPORT OF BRONCHIECTASIS. 


A. D. LONG, M.D., El Paso. 

(Presented to the El Paso County Medical, So- 
ciety): 

CASE HISTORY. 

J. A. T., male, age 32, married, auto sales ser- 
vice manager. 

Present. Illness: In June, 1927, ten days after 
- and while convalescing from herniotomy under 
general anesthesia and mumps following same, 
suddenly developed high temperature with gen- 
eral pains over body, more pronounced in right 
side of chest. Cough and expectoration became 

ted. This condition lasted for a month 

and thas gradually declined until cough and ex- 

now about as it was. before the 

Sputum: at present has a 

very foul. odor which patient states he has only 

noticed since acute flare-up of symptoms fol- 

lowing the hernotomy four months ago. Normal 

weight is 135, present weight is 118; temperature 
99; pulse 94; expectoration three ounces daily. 

Physical Examination: Medium build, wunder- 
nourished, appears chronically ill. Skin is pale; 
has appendectomy scar. Throat, glandular and 
circulatory systems appear normal. Diminished 
fremitus due to lack of function in right side; im- 
paired resonance and a distant respiratory sound 
over entire right lung; no rales before or after 
cough. Left lung normal except for compensa- 
tory emphysema from hyperfunction. 

Family History: Father died at age of 48 (cause 
unknown); mother living at age of 45 in good 
health; one brother living in good health; three 
sisters living in good health; one brother acci- 
dentally. killed; married at age of 21, wife and 
three children in good health 

Personal History: Was healthy and strong as a 
child; had most of the diseases of childhood with- 
out complications or sequelae. Had typhoid and 
pneumonia at age of 18, attack rather severe. En- 
listed in U. S. army at age of 20 in April, 1916, 
and served until July, 1916, when he was dis- 
charged. Had bilateral otitis media’ and polyp in 
ear at age of 28 (1924). Had clean appendectomy 
in May, 1926, under general anesthesia; convaies- 
cence slow and recovery not complete, patient 
being unable to regain normal health. In the 
meantime developed rather severe cough with free 
expectoration, which continues to the present 
time, and patient now recalls that he had a slight 
cough at times for several years. Had operation 
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for strangulated hernia under general anesthesia 
in May, 1927; while convalescing from. this-he-de- 
oe mumps, supposedly, which ran«a moderate 


ee 
tum has a very offensive odor, with much. “anluted 
infection, but no tubercle bacilli found on: repeat- 
ed examinations. 
X-ray. in July 1927, and at present, shows path- 
ology in the right lung, third imterspace and 


sixth vertebral spine to base suggesting: more of 


chest after lipiodol injection. before final diagno- 
sis. Institutional care with. iron .and.. calcium 
medication, postural drainage, Alpine lamp treat- 
ment and sun baths. 

Artificial _ pneumothorax and phrenicotomy ‘to 
be considered. 

DISCUSSION : 

I am presenting this history .as a follow- 
up to a number of cases I have previously 
shown to the Society, in an effort to em- 
phasize the number of patients with non- 
tuberculous pulmonary disease that ‘come 
to us diagnosed as tuberculosis: This 
history also shows that’ there is usually 
sufficient evidence on which to base a di- 
agnosis if the evidence is sought in the 
prover manner. 

This patient came to me with’ the fol- 
oe letter from a physician’ in another 
city: 

“This will serve to introduce Mr. T., 
whom I have examined carefully: and find 
him to be suffering with pulmonary: tuber- 
culosis. I have advised that he go west 
for his health and report to you for treat- 
ment at once.” 


I want to emvhasize, in this case, as T 
have in the others I have presented, that 
a superficial phvsical examination of the 
chest was sufficient to make me doubt the 
presence of tuberculosis and this is true in 
practically every case of non-tuberculous 
pulmonary disease. There’ is not that 
characteristic localized area’ of increased 
tactile fremitus. impaired resonance and 
rales before and after-cough, but on the 
contrary, there is evidence of yey 
the physical signs of which are hard to 
group. Of course, x-ray and repeated 
sputum examinations, together with his. 
tory of the case, usually reveal suffi- 
cient evidence on which to base a diagno- 
sis. 

In this case the foul smelling sputum 
was sufficient to reduce the diagnosis to 
a choice between lunge abscess, bronchiec- 
tasis and gangrene of the lung. The lat 
ter could be ruled out because it is always 


found in terminal cases of tuberculosis. 
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The history of the cough, dating back over 
a period of several years, with insufficient 
physical signs to justify a diagnosis. of 


tuberculosis, would favor a diagnosis of 


bronchiestasis. The. acute exacerbation 
following the general anesthesia can read- 
ily be understood as such. And the strik- 
ing. pathology shown by x-ray which would 
not be found in bronchiectasis can be ac- 
counted for in the same manner that is, a 
pneumonitis following general anesthesia. 

.I have presented this case before the 
final stage of diagnosis by lipiodol injec- 
tion and x-ray, because it seems that more 
interest develops in a report of such cases 
before the final diagnosis is made. 


SACRAL ANESTHESIA IN PROCTOLOG- 
ICAL AND UROLOGICAL SURGERY. 
EDWARD J. KILFOY, M. D. 

Los Angeles, California 

In recent years sacral anesthesia has tak- 
en a definite place in proctological and uro- 
logical surgery. Since the beginning of the 
use of ether in 1842, many different meth- 
ods of producing anesthesia have been tried. 
Of late years sacral anesthesia by the in- 
jection ‘of novocain has’ been used to accom- 
plish this end:- Novocain was discovered by 
Einhort, and sacral anesthesia’ was first per- 
formed by Selltheim of Freiburg in 1905, and 
with the advancement of technic sacral an- 
esthesia has taken the place of general an- 
esthesia’' in many conditions in organized 
hospitals.and clinics. There are several rea- 
sons why this type of anesthesia has not be- 
come popular outside of hospitals and clin- 
ics.” 

1. The lack of knowledge regarding its 
use as an anesthetic in proctological and 
urological surgery. 

2. ‘Poor technic in the hands of those 
who do not_use it. frequently. 

8. Poor anatomical knowledge regarding 
the bony ‘structures. 

TECHNIQUE 

The: patient who has previously been thor- 
oughly examined and the pathological diag- 
nosis made, is placed on the table in the 
prone position’, with a medium sized pillow, 
sand bag, or kidney rest placed under the 
abdomen at a level of the anterior superior 
spine of the ilium. If the kidney rest is used 
-it must be so adjusted as to make the pa- 
tient comfortable. The skin over the sacrum 
and coccyx is then cleansed with ether, and 
painted with two per cent alcoholic solution 
of mercurochrome. Mercurochrome is: used 
instead of iodine because it never burns the 
patient. A sterile drape sheet, or sterile 
towels, are then placed about the patient ex- 
cept. over the operative field. With the 
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thumb and index finger of the left hand 
feel for the tip of the coccyx and two 
cornua of the sacrum. The two cornua are 
the most prominent bony landmarks even 
in the obese patient. In the midline and 
about one centimeter below the two cornua 
a small wheal is made, using one per cent 
novocain, which contains five minims of ad- 
renalin to one hundred cubic centimeters. 
The operator then attaches a ten c.c. Lundy 
syringe’ and a fifty mm. needle and iniects 
ten c.c. into the subcutaneous tissues and the 
sacrococcvgeal ligament. Next, take a sacral 
needle, which is a smal] spinal ‘puncture 
needle, between the thumb and middle fin- 
ger of the right hand, with the bevelled 
edge of the needle turned up; first. make 
sure that the stylet properly fits the needle, 


and that there are no rough edges to the: 


needle, by passing it several times through 


a sterile piece of gauze; with a moderate, 


degree of pressure the sacral needle is forced 
through the skin and muscles, and then 
meets with an increased resistance and a 
snap is felt as the needle passes through the 
sacro-coccygeal membrane.’ Ten c.c. of novo- 
cain are slowly injected into the caudal ‘can- 
al, and the needle is passed two to three 


centimeters higher in mid-line. The -oper-. 


ator then waits a few minutes before any 
more injecting is done, and then continues; 


the solution should enter the caudal canal 


under very little pressure if the needle is in 


its proper position. Before going ahead with: 
the injection. aspirate back into the barrel 
of the syringe to make sure that the point. 


of the needle is not in one of the veins of 
the sacral plexus. If fresh blood should be 
aspirated into the syringe, withdraw the 
point of the needle, and aspirate the second 
time. If no blood appears, continue with the 
injection, slowly rotating the syringe, and 
aspirating after every two or three c.c. of 
novocain are injected. If fresh blood ap- 
pears in the syringe these are usually the 
cases in which a reaction occurs; this is 
usually immediate, and manifested by cold 
perspiration, blanched appearance, air hun- 
ger, palpitation, and slow pulse. The pulse 
may drop to thirty or thirty-five per min- 
ute. If such a reaction should occur give 
the patient an intramuscular injection of 
caffein sodium benzoate of seven and half 
grains; then wait ten to fifteen minutes for 


this reaction to wear away before any fur- 


ther injection is done. 

Next, locate the posterior superior spine 
of the ilium; one centimeter from the mid- 
line and one-half centimeter below is usually 


located the first sacral foramen. The pos-’ 


terior foramina lie below a line drawn from 
a point on the skin one centimeter mesial 
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and five-tenths centimeter below the pos- 
terior superior spine, to a point one centi- 
meter external to the sacral cornu on the 
same side. Three wheals are raised, one at 
the upper point, one at the junction of the 
upper and middle third, one at the junction 
of the middle and lower thirds. These wheals 
should be over the second, third, and fourth 
sacral foramina. The needles used to inject 
the different foramina are of different sizes, 
fifty, eighty, and one hundred millimeter’, 
and the build of the individual determines 
the size of the needle to be used. The num- 
ber of foramina to be injected depends up- 
on the type of operation to be performed. 
For such operations as fissures and stretch- 
ing of the external sphincter a caudal injec- 
tion alone is all that is needed. For hemor- 
rhoidectomy, caudal and second sacral injec- 
tions on each side are sufficient, and many 
operators use only the caudal. If a fistula 
is to be excised, a caudal and a second, third 
and fourth on the side of the fistula are re- 
quired, sometimes the first depending on 
how high the fistulous tract extends into 
the anal canal. The foramina on the oppo- 
site side are not injected, except the sec- 
ond, unless the onerator has reason to in- 
ject the others. For a high carcinoma, be- 
nign stricture, prolapse and plastic opera- 
tions on the snhincters, prostatectomy, and 
excision of bladder diverticula, a caudal and 
all four sacral foramina must be injected. 
The amount of novocain to be used varies 
according to the build, age, and amount of 
previous reaction following the caudal in- 
jection. The average amount of solution in 
the four foramina in any major surgery is, 
for the first. ten c.c.; for the second, five 
c.c.; for the third three c.c.; for the fourth, 
two c.c. If the patient is in fairly good 
health, it is safe to give fifteen c.c.. in the 
first foramen. As long as the amount of so- 
lution used is not over one hundred cubic 
centimeters, it is a safe amount in the four 
foramina. If lukewarm solution is used an- 
esthesia is obtained in from ten to fifteen 
minutes. If cold solution is used, from fif- 
teen to twenty-five minutes is required be- 
fore complete anesthesia takes place. 


After a sufficient amount of time has 


been allowed for anesthesia to take place, 
the patient is tested with the point of a 


hypodermic needle, to see if he can differ- - 


entiate sharp from dull. Another very good 
way is to avply a hemostat forceps to the 
skin about the external sphincter, and if the 
anesthesia is not complete the patient will 
immediately tell you so. If complete, only 
the sense of pressure is felt. Anesthesia will 
‘ast from one to three hours, depending on 
the number of formamina injected and the 
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amount of novocain used. ‘If the anesthesia 
is complete there will be, (1) loss of. pain’ 
sensation; (2) loss of the anal reflex; (3) .@ 
gaping external sphincter with relaxation of 
the perineum. If these three things are. 
present the patient is ready for the required’ 
surgical operation. However, if a supra- 
pubic prostatectomy is to be done, the pa-. 
tient is now placed on his back, and infil- 
tration of the abdominal wall from the um- 
bilicus to the symphysis with. one-half .per- 
cent novocain is used. Under such proce- 
dures any major surgery can be performed 
on the rectum, perineum and bladder, with- 
out pain to the patient. There may be a 
mild degree of pain on opening the peri- 
toneal cavity for a high lying, relatively 
fixed type of lesion; also there will be some 
nausea if much traction is done in trying 
to deliver the lesion. 

To use sacral anesthesia the surgeon must’ 
use a different type of technic than the one 
using a general anesthetic. He must be 
calm, equable, content to wait in spite of 
delay. He should handle tissues delicately 
and be careful with his conversation during 
the operation. 

CONCLUSION Rae 

1. This type of anesthesia is of great, 
value in proctological and urological sur- 
gery, in that it does away with a great’ 
many post operative complications such as 
pleurisy, pleurisy with effusion, pneumonia, 
and pulmonary emboli. In this way it is of 
material aid in lowering the surgical mor- 
tality. 

2. The operation is easily done, and if 
properly executed will give complete relaxa- 
tion of the perineum and rectum. 

8. There are certain patients who will 
object to such operations as hemorrhoidec-. 
tomy, fistulectomy, etc., if done under.a gas 
or ether anesthesia, but if to be done under 
sacral anesthesia they are willing to have 
the operation performed. 

4. If sacral anesthesia is used, and used 
successfully, the patient is a booster; used 
unsuccessfully the patient is a knocker. — 

5. Failure to obtain anesthesia is the 
fault of the one trying to produce the anes. 
thesia. If there is poor anesthesia, or no an- 
esthesia, it is due to the fact that the solu- 
tion was not injected into the caudal canal 
or into the posterior foramina. 

6. Sacral anomalies are not uncommon. 
but usually do not interfere with the pro- 
duction of anesthesia. 

. The patient should be given mental 
assurance. that the surgical field is complete- 


ly anesthetized before beginning work. 
REFERENCES 
1. Louis A. Buie. C. F. McCusky. Reprint Trans- 
actions of the American Proctological Society. ~ 





20 


2.. William B. Meeker. A. J. Scholl. Sacral Nerve 
Block Anesthesia; The Anatomy Involved, Technique 
= hn Application. Ann. Surgery, 1924. LXXX 

3.’ L. G. Labat. Regional. Anesthesia, Its Tech- 
nique and Clinical Application. Philadelphia. W. 
B;. Saunders..Co. 1922. 19-19. 

4.. John. S. Lundy. An Improved Syringe and 
Needle for Use in ‘Regional Anesthesia. Surg. Gyn. 
and Obst. 1926. In Press. 

5. John S. Lundy. Personal Communications. 





PROCEEDINGS OF THE THIRTEENTH 
ANNUAL MEETING OF THE MEDICAL 
AND SURGICAL ASSOCIATION OF 
THE SOUTHWEST 

(EI. Paso, November 2 to 5, 1927) 


(Continuation of the luncheon talk of Dr. 
Wm. Colby Rucker, of the United States 
Public Health Service, New Orleans, La., on 


Scarlet Fever; see December issue for first 
portion.) 

The Dicks have also worked out a skin reac- 
tion. This is of great value in that it enables us 
to..tell. whether or not an immunity to the disease 
exists. We did a series on about 1,500 people in 
the hospital which I command. The great bulk 
were over twenty years of age. We did, however, 
have an age incidence that ran between two months 
and eighty-two years. These men come to wus 
from all over the world. The little child we tested 
was the child of one of the officers. We also had 
a few women from among the nurses. The great 
bulk of these persons were sailors who had been 
all.over the world, many of them born in foreign 
countries; so that we had more or less of a cross 
section of the world itself. with white men, red 
men. black men, yellow men, and all the mixtures 
in« between. An interesting thing about that work 
was that we found practically every one of thes? 
men .was immune to scarlet fever. We also found 
those who were not immune, were just young bovs. 
many of them having been to sea for the first 
time—boys working in the galleys and mess—bovs 
who wanted to see something of the world. But 
the tests proved my statement, however, that one 
who has reached adult age, has had the disease. 

The Dicks also have produced a serum for ie 
cure of thé disease, giving a passive immunity, and 
have ‘developed an anti-toxin method whereby chil- 
dren can be immunized against the disease. That 
is the most important factor we have now in our 
possession whereby an entire community can pro- 
tect’ its children against scarlet fever. This has 
been done in the city of Syracuse, N. Y., which was 
Dick immunized four years ago, since which time 
there has not been a case of the disease originating 
in thé Dick group and the only ‘cases that have 
occurred in the city were imported ones. So if we 
want, to have scarlet fever any more, any commu- 
nity that. wants to have it, will have to pay the 
price for it. Any community that does not want 
it can prevent having it. It is well worth the 
amount of trouble and expense to avoid the dis- 
ease and, above all, the infirmities following in 
its wake. 

The work done by the Dicks has been duplicat- 
ed. so it is claimed, by some intelligent observers 
in Rome, who have apparently worked out another 
organism—a very different ono from that de- 
scribed by the Dicks: I have followed the litera- 
ture-of this. very closely and when I was in Rome 
two years ago, I went down to inspect their work 
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and to talk to them about it, I do not understand 
it, but I think they have something. I do not un- 
derstand why it. does not stand up with the Dicks’ 
work; it is too much for my imagination. Never- 
theless I do think that we must in all fairness ‘to 
ourselves take heed of the. work the Italians are 
doing on this score. ; 

The other day in Chicago, I spent the day with 
Dr. Porter, who is an epidemiologist of national 
reputation, and who has just been appointed Dean 
of the University of California. He has been to 
Rome where he has been following this work in 
the institution and he says undoubtedly those peo- 
ple have something, but he is totally at a loss to 
understand why it is that it does not agree with 
the Dicks’ work. I think our attitude should be 
this: We should be perfectly broadminded to 
the work the Italians are doing insofar as our ef- 
forts against the disease are concerned, but that 
we should stick to’the Dick method—that is, fol- 
low it out at least for the time being. After all, 
it is not so much a question of catching this bug 
and putting a label on it, as it is the protection of 
the public. We do not need to worry about the 
scientific end of this as practitioners of curative 
and preventive medicine. 

In order that scarlet fever and other communi- 
cable diseases shall be controlled and prevented. 
it is necessary that there shall be harmony of 
thought between the practitioner of curative med- 
icine and the practitioner of preventive medicine. 
If we get together, there is no reason in the world 
why we cannot make this disease as archaic as 
yellow fever.” 

As the second luncheon speaker, Dr. 
James T. Case. of Battle Creek, Mich., was 
introduced by Dr. Rogers. He gave a brief 
account of his observations on the surgical 
facilities in South American countries, as 
found by him on two visits, on the last of 
which he was the official guest of each of 
some six or seven governments, as a lectur- 
er on roentgenologic subjects at their uni 
versities. 

At the afternoon session, the first speak- 
er was Dr. William H. Cameron, Medical 
Director of the Ra‘tium Chemical Co., of 
New York: who spoke briefly on “Radium 
and Radium Emanations in Cancer.” After 
outlining the basic vrinciples of radium 
treatment, he opened the way for questions 
on the application of radium to various con- 
ditions, and spent the remainder of the 
period in answering such questions. 

The second speaker was Dr.. George A. 
Wyeth, Endothermist for Columbia Uni- 
versity and Cornell Medical School, New 
York, who presented a very excellent sum- 
mary of the “Extension of the Surgery of 
Neovlastic Diseases by Electrothermic Meth- 
ods.” This lecture was profusely illustrated 
by lantern slides and a moving picture show- 
ing very vraphically the technic of opera- 
tion in lesions about the head. 

At the evening session, held at eight 
o’clock in the Crystal Room, the first speak- 
er was Dr. Harry A. Crossen, professor of 
Gynecology, Washington University, St. 
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Louis. Dr. Crossen gave a beautifully illus- 
trated lecture on “Systematized Treatment 
of Uterine Prolapse.” This address will be 
published in full, with illustrations, in an 
early issue of this journal. 

The second lecture was by Dr. Wiliam W. 
Duke, of Kansas City, formerly professor 
of Experimental Medicine at the University 
of Kansas Medical School. Dr. Duke lec- 
tured on “Treatment of the Anemias.” He 
advocated the use of blood transfusion in 
practically every type of anemia. He stated 
that sufficient blood should be transfused 
to ‘bring the hemoglobin to normal, as 
judged by the color of the skin, preferably 
judged by observing the palm of the hand 
held at heart level. 


Friday, November 4th 

Dr. James T. Case of Battle Creek, Mich., 
conducted a clinic in abdominal surgery at 
the Hotel Dieu. (Report of one case in this 
issue.) 

Dr. George A. Wyeth of New York con- 
ducted clinic at Hotel Dieu, with removal of 
large sarcomatous epulis by electro-coagula- 
tion. 

Dr. Harry A. Crossen of St. Louis con- 
ducted clinic on gynecologic surgery at the 
Masonic Hospital, with operation on pro- 
cidentia by vaginal hysterectomy. 

The first clinical lecture of the morning 
session, at the Hotel Hussman, was a joint 
presentation by Dr. Wm. B. Coffey, and Dr. 
John Humber, of San Francisco, on “Sympa- 
thectomy for Angina.” This was a descrip- 
tion of the original work done by Dr. Coffey 
on the surgical relief of angina, and a pre- 
sentation of the anatomical researches of 
Dr. Humber on the entire sympathetic sys- 
tem. It was illustrated by a profusion of 
lantern slides, as yet unpublished, showing 
the entire dissection of the sympathetic ner- 
vous system. 


The second lecture was by Dr. William H. 
Park, of New York City, on “Poliomyelitis.” 
(This lecture was published last month, in 
this journal.) 


At the afternoon session, at two o’clock, 
the first lecturer was Dr. Drew Luten, As- 
sociate Professor of Clinical Medicine, Wash- 
ington University, St. Louis, who spoke on 
“Digitalis Therapy in Heart Disease.” Dr. 
Luten attempted to analyze the facts about 
digitalis from the theories and on this basis 
to give a rational foundation for digitalis 
therapy. 

The second speaker was Dr. Frederick M. 
Allen, New York, director of the Physiatric 
Institute of Morristown, N. J., who gave his 
lecture on “Diabetes.” Dr. "Allen was on 
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the program for two lectures, one on dia- 
betes and the other on hypertension. He 
stated that it would make a-more logical 
presentation to give the lecture on diabetes 
first. He held the close attention of the 
audience for an hour, as he presented the 
clinical facts about diabetes. 

At the Public Health Meeting, held at 
eight o’clock in the Texas Grand Theater, 
Dr. Wm. Colby Rucker, of the Public Health 
Service, spoke to an excellent audience on 
“Infantile Paralysis.” 


Saturday, November 5th. 

Dr. Frederick Allen of New York conduct- 
ed clinics on hypertension. and» diabetes, at 
the Hotel Dieu. 

Dr. Drew Luten of St. Louis conducted 
clinics on heart disease at the Hotel Dieu. 

The first lecturer of the. morning session 
at the Hotel Hussman was Dr. James T. 
Case, of Battle Creek, whose subject was 
“Some Practical Problems in Gastro-Intes- 
tinal Surgery.” This lecture was freely .il- 
lustrated by lantern slides and covered many 
interesting phases of abdominal surgery. 

The second lecturer was Dr. Le Roy Sante, 
Associate Professor of Roentgenology at 
St. Louis University, St. Louis, whose sub- 
ject was “Pneumoperitoneum; Its Indica- 
tions and Applications.” This rather, unique 
subject was presented in a very clear and 
concise manner, with numerous lantern slide 
illustrations. The paper has already ap- 
peared in this journal. 

The luncheon meeting of this day’ was a 
business meeting, whose proceedings have 
already been published. 

At the afternoon meeting, the first.speak- 
er was Dr. Frederick M. Allen, of New: York, 
who gave his second lecture on “Hyperten- 
sion.” This talk was closely follewed by a 
large and intensely interested audience. 

The last speaker of the program,was Dr. 
William W. Duke, of Kansas City, who lec- 
tured, this time, upon “Medical and Surgi- 
cal Aspects of Allergy.” He gave a very -in- 
teresting and highly instructive talk on the 
various manifestations of allergy, with: sug- 
gestions as to the management of such 
cases. 

On Saturday evening the Association, with 
its guests, after four strenuous days of 
work, gathered at the Toltec Club-in Juarez 
for a period of relaxation. A very beautiful 
and characteristic banquet was spread, with 
about a hundred and fifty members, guests 
and ladies in attendance. Special permission 
had been secured to hold the gates open for 
this particular meeting until twelve o’clock, 
and until about eleven forty-five the gath- 
ering dined, danced and enjoyed music. 
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‘For our advertisers, we ask our readers 
to bear’in mind this fact: The cost of pro- 
‘ducing the journal is about thirty cents a 
copy; the subscription price is $2.00 a year; 
the balancé of the cost of production is paid 
‘by our advertisers. Each subscriber to this 
journal, therefore, is being paid about $1.50 
a year by our advertisers for the privilege 
of presenting to him the information about 
‘their products. Common honesty and 
‘courtesy demands that each subscriber give 
respectful attention to these advertise- 
ments, because the privilege of presenting 
them has been bought from each subscriber 
—and paid for. Think it over. 
from the members of the four organizations 
owning the journal have allowed us to fur- 
nish the cuts for all illustrations submit- 
ted, without cost to the authors, except in 
one instance when the cost in excess of fif- 
ty dollars was charged to the author. 


The journal has been able to publish all 
the material obtainable from any of the 
state or county societies. ‘The chief weak- 
ness of the journal is the failure of the 
county and state officers to use the journal 
as their medium of communication, for the 
publication of their transactions and scien- 
tific products. There is no single county 
society in Arizona or New Mexico which 
avails itself fully of this privilege, and the 
journal will never be truly representative 
until this is done. 


OUR TWELFTH YEAR 
__ This issue starts Volume XII, complet- 
ing the eleventh year of publication of 
SOUTHWESTERN MEDICINE. So far as 
we can ascertain, there is universal sat- 
isfaction among the constituents of the 
four organizations interested in this jour- 
nal. With the aid of the Cooperative Medi- 
cal Advertising Bureau of the American 
Medical Association, the journal is self- 
supporting. The subscription fees collected 


ARIZONA STATE MEDICAL ASSOCIA- 
TION 
(April 19, 20 and 21). 

The Thirty-seventh Annual Meeting of 
the Arizona State Medical Association will 
be held in Tucson, April 19, 20 and 21. The 
President-Elect, Dr. A. C. Carlson, of 
Jerome, Ariz., is the chairman of the Gen- 
eral Program Committee, the other mem- 
bers of which are Drs. C .A. Thomas of Tuc- 
son, W. V. Whitmore of Tucson and W. War- 
ner Watkins of Phoenix. 

The scientific program is under prepa- 
ration. A symposium on poliomyelitis has 
been provided. Dr. Henry Dietrich of Los 
Angeles, well known pediatrician, formerly 
located in Arizona, will renew his friend- 
ships in this state and present a paper on 
poliomyelitis. Dr. John C. Wilson, orthope- 
dist, of Los Angeles, will present the ortho- 
pedic phases of the sybject. Dr. G. W. 
Luckett, Director of Health for New Mex- 
ico, will present the public health phases 
of this disease, coming as the fraternal del- 
egate from the New Mexico Medical So- 
ciety. Dr. Kimball Bannister of Phoenix 
will present personal observations in the 
clinical phaases of this subject, completing 
the symposium which will occupy a half 
day on the program. 

Dr. Felix P. Miller, of El] Paso, President: 
Elect of the Texas State Medical Associa- 
tion, will come as the fraternal delegate 
from Texas and present some phase of chest 
surgery. Dr. W. L. Brown of El Paso will 
present a selected surgical subject. 

The papers from within the state have 
not yet been ascertained. The various 
county societies are hereby invited to have 
their members who desire to appear on the 
program send in the subjects of papers at 
a very early date. Following the excellent 
example set last year, the program will be 
closed at least thirty days in advance of the 
meeting. 
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. THE SOUTHWESTERN ASSOCIATION 


The conclusion of the report of the Clin- 
ical Congress held by the Medical & Surgi- 
cal Association of the Southwest in El] Paso, 
last November, will be found elsewhere in 
this issue. 

There was considerable discussion, dur- 
ing the El Paso session, about the desirabil- 
ity of converting our Southwestern annual 
meeting into a Clinical Congress, and the 
objections and difficulties which would have 
to be met, should this be proposed. 

There is no question about this being a 
radical departure from the purposes and am- 
bitions around which the Southwestern As- 
sociation was organieed. In the face of the 
preponderating desire on the part of the two 
hundred and more men attending this Con- 
gress, to have more meetings of this type, 
the matter was left in the hands of the Pro- 
gram Committee, composed of the last three 
presidents of the Association, with the pres- 
ident and secretary. 


The idea of. extension methods in post- 
graduate work has grown very decidedly in 
the past five years, and if the southwest is 
to keep abreast of the times, something 
more than the conventional medical meet- 
ing must be provided, else our constituents 
will continue to go elsewhere for the more 
advanced things. The question is whether 
the Southwestern Association shall inter- 
vene and undertake to provide what is need- 
ed and desired, or whether some entirely 


new organization shall be allowed to enter. 


the field. At the last annual meeting of the 
Arizona State Medical Association, a pro- 
posal was advanced to have an annual post- 
graduate medical extension course at the 
University of Arizona; the meeting in El 
Paso so nearly met the desires of the pro- 
ponents of this plan that we are advised 
the plan will be dropped if the southwestern 
clinical congress is continued. It is desired 
to have an expression from as many of the 
members of the Association as possible, as 
well as from all other doctors who are in- 
terested, on the following points: 

1. Do you favor the conversion of the 
annual Southwestern meeting into such a 
clinical congress as was held last Novem- 


‘ber, in El Paso? 


Or, 2. Do you favor the continuation of 
the old program of clinical demonstrations 
by the local society, plus lectures and papers 
by * gles teachers from large medical cen- 
ters 

Or, 3. Do you favor a program made up 
partly of teachers from medical centers and 
partly of men from the southwest? 

Or, 4. Do you think the program, both 
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clinical and papers, should be confined to 
the members of the Association, as far as 
possible? 

5. Are you in favor of a registration fee 
to cover the cost.of assembling such a clin- 
ical congress? 

Please address your replies to Dr. W. W 
beh or Secretary, Box att Phoenix, 


WHOLESOME FEAR VS. LAISSEZ FAIRE 
IGNORANCE 


There is a sect which teaches that the 
way to avoid illness is to deny its existence. 
The editorial in the Arizona Republican of 
January 19th, on “Propoganda of, Fear” 
might well have been written by a devotee 
of this pseudo-scientific group. It. does not 
have a proper place among the clear-headed, 
sane and logical discussions which. usually 
lend the necessary flavor to our breakfast, 
as we peruse the editorial page of this. great 
newspaper, each morning. 

The argument was that since the medical 
profession do not know the cause of cancer, 
they should not try to scare people by mak- 
ing them think they have cancer. And fir- 
ther, that the medical profession has little 
to offer to one who has come to the realiza- 
tion that he or she has this dread malady. 

We have found the editor of the Arizona 
Republican marvellously well-informed’ :on 
an astonishing variety of subjects, but tiiis 
editorial falls down at a critical point; ‘the 
editor is either not informed or he has/not 
been willing to admit the truth of the avail- 
able information. 

If the medical profession had followed: the 
practice of waiting until it could tell -the 
public the definite cause of a disease, before 
attacking it, millions of people would have 
died who, because of the incomplete inform- 
ation, freely given out by. medical science, 
were saved. To this day, no doctor can say 
what organism causes smallpox, but because 
the profession followed a man who worked 
in the dim light of a partial knowledge, un- 
told millions of lives have been saved. Yel- 
low fever, that scourge of death which onee 
made many choice places on the earth unin- 
habitable, has been wiped almost out of ex- 
istence, and we do not yet know what caus- 
es this disease. The medical profession free- 
ly admits that it does not yet know. the 
cause of cancer, but it does know that ~~ 
accessible cancer, taken early enough, is 
curable. 

At this point the editor of the Republican 
is again led into a misleading statement, 
when he says that the relief which the med- 
ical profession has to offer is a very dubious 





one. It is dubious, in fact hopeless, in those 
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stages of cancer which are ordinarily recog- 
nized as such, by the non-medical man or 
woman. It is entirely hopeful in the earlier 
stages regarding which the American Soci- 
ety for the Control of Cancer is attempting 
to educate the public. 


dn the case of a.small lump. in the skin or 
breast, or a chronic ulcer, or a suspicious 
sympotm of any sort, which is the saner 
and more logi¢al procedure; to visit a. well- 
informed physician and be assured that the 
lesion is entirely benign, or if it is such a 
lesion as may become cancerous later, to 
have it removed or destroyed with the com- 
plete assurance that this will end the dan- 
ger; or, ostrich-like, to bury the head in the 
sand of ignorance until the insidious ad- 
vance of the growth makes it evident to 
any one who can see or smell that the hand 
of death is on the person? It is the conten- 
tion of the medical profession and the Soci- 
ety for the Oontrol of Cancer that whole- 
-some fear which leads to eventual safety, 
when its prompting is followed early, is in- 
finitely better’ than the laissez faire atti- 
tude. that we should not tell people unpleas- 
ant. things. 


CHICAGO AND “THOMPSONISM.” 





Chicago’s un-American .mayor will un- 
doubtedly : achieve eponymic immortality in 
the field of shady .politics. In the vocabu- 


lary of public health and medicine, a “thomp- 
sonian” procedure will hereafter mean the 
prostitution of a political power for per- 
sonal advantages to the detriment of the 
health and physical well being of the peo- 
ple. This will result from Mayor Thomp- 
-gon’s most recent offense against decency 
-aad honesty in. government in the summary 
dismissal of Dr. Herman N. Bundesen, the 
efficient -head-of Chicago’s Health Depart- 
ment, and the-appointment of a compara- 
tively -unknown personal friend to this im- 
‘portant position. 

‘Dr. Bundesen, one of the most able health 
officials: of the country, just recently elect- 
ed to the presidency of the American Pub- 
lic Health: Association, expressed himself as 
“surprised”, according to The Survey of 
Dec. 15, 1927, at being superseded by a 
young: surgeon of Chicago, whose chief rec- 
ommendation, according to the mayor, was 
that he “made a new face on me several 
years ago when I was burned in a gasoline 
explosion.” 

‘It is unlikely that the new appointee will 
be able to save the mayor’s “face” in the 
field of public health, and this will be an- 
‘other example of political exploitation for 
‘personal profit, with the added stigma of 
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having been done at the expense.of the 

health of the citizens. “Thompsonism” be- 

7 Bot a medical eponym, of a peculiarly vile 
vor. 





RICHARD ANDREW WILSON, 
(El Paso). 

The death of Doctor R. A. Wilson, re- 
tired City Health Officer of: El Paso, oc- 
curred on January 5th, under tragic cir- 
cumstances. Dr. Wilson had been: a suf- 
ferer from heart disease for some time, 
and had just left William Beaumont Hos- 
pita], after three months’ treatment. Brood- 
ing over ill health and inability to resume 
his position, he first tendered his resig- 
nation and: then took his own life in the 
offices of the City Health Department. 

Doctor Wilson was born in 1870, and 
graduated from the University of Nash- 
ville Medical Department in 1896. For 
many years he had ably and efficiently 
served the city of El Paso as the director 
of its Health Department. The high es- 
teem in which he was held by his commun- 
ity, his associates in the city government 
and his confreres in the profession, was 
attested by the throng of city and county 
officials, city employees, citizens of El 
Paso and members of the El Paso County 
Medical Society, who attended his funeral 
services. The address of Rev. Floyd Poe, 
of the First Presbyterian Church, who of- 
ficiated at the chapel ceremonies was a 


. testimony to the entire medical profession 


and applied, in peculiar fitness to Dr. 
“Dick” Wilson, as he was affectionately 
called: 

“If I were not a preacher,” said Dr. Poe, “then 
I would be a doctor, if not a doctor, then I would 
be a teacher and if not a teacher, then I would 
be a lawyer. These four great professions are the 
essentials to organized human society. 

“J am thinking of the war, when physicians toiled 
day and night patching up the wounded. I am 
thinking of the sacrifice of eyesight and limbs they 
made in the development of the x-ray. I am 
thinking of the Panama Canal, where workers 
were dying like flies, until three American doc- 
tors went on the ground. 

“IT am thinking of the physicians, as they go 
into the foulest of places—places which you would 
not enter, my friends—stench, filth, dirt, disease. 
Yet, day after day, night after night, they enter 
these places—taking their lives into their hands 
—cleaning these places, making them sanitary. 

‘J am thinking of the physician returning after 
the war, broken in health and yet carrying on. I 
am thinking of the doctor, when little children 
come, how they ease the pain and suffering. How 
we depend on the doctor! 

“I am thinking of the doctor, who fought un- 
yieldingly for inoculation, vaccination, better hous- 
ing conditions, better health. conditions. Because 
of their skill, their courage, their interest. and 
ay of their profession, we are living longer to- 

jay. 
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“Let me say to the doctors that no man can be 
very sick in body without being very sick in 
soul. Thus our two professions are interloc.cd. 

“Dr. Wilson was beyond the draft age, but he 
did net think of this. He volunteered when his 
country called. All during his life he kept his 
ideals throughout his practice. He had the re- 
spect and esteem of his brethren. If you want 
a correct view of him, go to those in his p o- 
fession. 

“His imfluence in the health problems of El 
Paso will be felt for many years to come. He 
left a health program which will call for the 
best skill and efforts from those carrying on tris 
work.” 





DAVID C. DODDS. 
(Albuquerque, N. M.) 

In the death of Doctor David C. Dodds, 
the Bernalillo Countv Medical Society has 
lost a valued and esteemed member. Doc- 
tor Dodds was the regional medical direct- 
or of the Veterans’ Bureau, and had been 
a resident of Albuqueraue for nine years. 
He was formerly president of the Bernal- 
illo County Society. 

He was born in 1879, graduated from 
the University of Illinois College of Medi- 
cine, Chicago, in 1908. The cause of death 
was a stroke of paralysis which occurred 
suddenly while the doctor was on his way 
home from his office, Saturday afternoon, 
December 17th. He is survived by his 
widow. 


PECOS VALLEY MEDICAL ASSOCIA- 
TION 





The Nineteerth Annual Session of the Pe- 
cos Vallev Medical Association was held at 
Clovis, N. M.. on December 12th. with sci- 
entific proeram in the Masonic Hall. 

The meeting was called to order by the 


president, Dr. R. T.. Rradlev of Roswell. 
with ahout twentv-five phvsicians nresent 
from the counties of Eddv, Chaves, “Lincoln, 
Lea. Furrv. Roosevelt. Otero. DeBaca. Quay 
and Guadalune. composing the district. 

Rev. Howard Rogers of Clovis gave the 
invocation. 

The Address of Welcome was given by 
Hon. A. W. Hockenhull. attornev of Clovis, 
and was responded to hv Dr. H. A. Ingalls 
of Roswell, on behalf of the Association. 

The Annual Address of the president was 
delivered by Dr. Bradlev. following which 
the minutes of the previous meeting were 
read and aporoved. 

The remainder of the morning program 
was given over to demonstration of the 
methods of after-treatment of infantile par- 
alysis by Miss Donnelly, of the Walter Reed 
Hospital, who has been working in the state 
under the State Department of Health, giv- 
ing instruction to mothers, nurses and physi- 
cians who are not conversant with ortho- 
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pedic methods in the after care of poliomye- 
litis victims. 

A delightful luncheon was served by the 
Clovis Medical Society, at the Harvey House. 

At 2 p. m., the Association convened and 
the first paper was by Dr. G. Werley, of El 
Paso, on “Auricular Fibrillation,” with exhi- 
bition of several clinical cases and explana- 
tion of electrocardiographic findings on the 
screen. (Note: this paper will appear in a 
subsequent issue of SOUTHWESTERN 
MEDICINE.) 

Dr. G. H. Faget, of the United States Ma- 
rine Hospital at Fort Stanton, ably exhibit- 
ed and interpreted a series of xray films 
from the files of that hospital. 

Dr. K. D. Lynch, of El] Paso, read a very 
interesting paper on “Some Interesting 
Problems in the Diagnosis and Treatment 
of Genito-Urinary Tuberculosis.” This paper 
was freely illustrated by lantern slides. . 

The above papers were freely discussed. 

The following papers were read by titles: 

“Case Records—Analysis—Methods,” by 
Dr. E. C. Prentiss, of E] Paso. who was kept 
from the meeting by the illness of his wife. 

“Otitis Media Chronica in Childhood,” by 
Dr. T. E. Presley, Clovis, N. M. 

“Meinicke Turbidity and Microscopic Test 
for Syphilis,” by Dr. H. A. Miller, Clovis, N. 
M. These latter two papers were read by 
title as the authors desired to give their 
time to other papers of the program. 

The election of officers for the ensuing 
year resulted as follows: 

Dr. H. A. Stroup, Artesia, Eddy County, 
president. 

Dr. C. F. Beeson, Roswell, Chaves County, 
secretary-treasurer. 

Dr. D. D. Swearingin, Roswell, Chaves 
County, member board of censors. 

The presidents of the county societies of 
the constituent counties are, by virtue of 
— offices, vice-presidents of the Associa- 

ion. 

Roswell. N. M., was chosen as the place 
of the next meeting, the time to be fixed by 
the president and secretary. 

It was unanimously agreed that this was 
one of the most profitable meetings of the 
Association ever held. 

CHAS. F. BEESON, 
Secretary. 


PUBLIC HEALTH IS PLAIN COMMON 
SENSE 


It is so seldom that we find plain eco- 
nomic logic applied to the field of public 
health, that we cannot refrain from re-quot- 
ing at length the following editorial which 
appeared in the Southwestern Disnatch of 
Roswell, N. M., December 23, 1927. These 
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comments refer to the situation created in 
Chaves County by the resignation of Dr. I. 
O. Church, full-time health officer of that 
county; they are applicable to any county 
in Arizona or.New Mexico, whether a ful! 
time health officer is employed or whether 
that advanced stage of common sense in 
public health has not yet been attained: 
“The board of commissioners of Chaves County 
are doing some pretty hard thinking in regard to 
the matter of county health officer, following the 
resignation of Dr. I. O. Church, who will be leav- 
ing in a few days to take up a new and bigger. job 
out in California. It has seemed to a good many 
people, and the opinion has naturally reached th 
court that we have been paying a lot of money 
for this service. and just at present the people 
generally are sending up a mighty howl over the 
matter of increased taxation, while demanding a 
general policy of retrenchment. The present com- 
missioners are truly representative of the people 
that elected them, in that they try to work out the 
problems presented to them in the best way for 
all concerned, and the members of the honorable 
body have put in some sleepless nights trying io 
whittle down the budget for 1928. One of the ways 
that has been suggested is by making the health 
officer a half time job, and employing a local 
phys:cian for the job. While on its face this ef- 
fects a substantial saving, a closer analysis of the 
proposal does not recommend it to all who have 
made a study of the health situation and particu- 
larly of the noble eccomplishments of the outgoing 
physician. The reported choice of the board for 
the half time is one of the best physicians in New 
Mexico, and there is no better man personally in 
Roswell. He would probably come nearer giving 
complete satisfaction on a partial schedule than 
any doctor that could have been locally selected. 
However, there is much room for doubt whether 
with all of his attainments and high personal char- 
acter, he could come anywhere near filling the ex- 
acting call, giving only half of his time. If it were 
possible to pay him enough to -give it all, there 
could be little criticism of the plan, except the 
perhaps minor yet truly accurate one that no home 
doctor could ever in the world expect to get along 
with the local fraternity in comparative amity, 
much less depend upon their sympathy and co- 
eperation. The appointment of any local man would 
be the signal for a row that would continne as 
long as the errangement held. That Dr. Church 
was able to do such splendid work was in a large 
measure due to the fact that he came as a strang- 
er, and staid one so far as the duties of his of- 
fice were concerned. The doctors of Roswell are 
the best fellows in the world and collectively of 
very high grade, but they are just naturally built 
that way, and since everybody knows it, why evade 
the truth? The suggested appointee makes much 
more in his private practice than the salary of the 
full time health officer, and if he took the work 
on a fraction. he would not be human if he could 
stand up to the grind very lone, with holding his 
own practice and keeping his average up publicly. 
This being the straight goods on the matter, there 
remains only the question whether Chaves County 
can afford to pay a full time officer. The Dispatch 
does not believe that it can afford to do anything 
-else. The services of Dr. Church in the infantile 
paralysis outbreak paid for his services for a long 
while in actual economy, and in all likelihood was 
a strong factor in preventing the spectacle of a lot 
of little mounds out at South Park. Could any frac- 
tional man, no matter how good. be rationally ex- 
pected to meet such a crisis successfully, carrying 


SOUTHWESTERN MEDICINE 


his own large and important practice at the same 
time? We doubt it very much. The job of county 
health officer is a man’s undertaking, if it is car- 
ried on as Dr. Church has performed. He is on 
the go all of the time, here, there and everywhere. 
He does an immense amount of work in his of- 
fice, and is always accessible to the people, with 
prompt, courteous and correct service, right now. 
To pass from such service to a partial one, would 
be a step backward that would not be in accord 
with modern progressive spirit. The board of coun- 
ty commissioners are right in trying to save the 
people money, and are admitted to have considered 
the appointment of the best available man, but if 
they adopt the fractional plan, in our opinion, they 
will not be accomplishing the most good. Chaves 
County wants, needs and deserves a full time health 
officer, preferably selected just as far from Ros- 
vell as possible. It can not afford to do without 
one, after Dr. Church has shown how valuable such 
an official is.” 


GRANT COUNTY (N.M.) MEDICAL 
SOCIETY 


Regular Grand County Medical Society meeting 
was held Nov. 25 and 27, Fort Bayard, N. M. 

Present—Drs. Danielson, Parmenter, Gerringer, 
McFarland, Bulson, Summers, Kylo, Edwards, 
Mann, Ferrill, Frazin and Wood. - 

Meeting called to order -by Vice-President Fra- 
zin at 8:15. ~ 

The minutes of the last meeting were read 
and approved with one change—that of the word 
“Ephrenephredin” to “Ephedrin.” 

Dr. Bulson presented a Mexican child with 
syphilitic keratitis. He also demonstrated two 
enormous polypi removed from the nose of a 
Mexican laborer. He told of a case of vacuum 
headache relieved by puncture of the ethmoid. 
These cases. were well presented and discussed 
by most all present. 

Dr. Wood read a paper on Secondary In‘es- 
tinal Tuberculosis. It was fully discussed. 

The meeting adjourned at 10:00 p. m. 

J. P. WOOD, Sec. and Treas. 








GILA COUNTY MEDICAL SOCIETY 


The regular annual meeting of the Gila County 
Medical Society was’ held at the Miami-Inspiration 
dispensary in Miami, the evening of January .11th. 
Officers for the year 1928 were elected, as follows: 

Dr. T. C. Harper, Globe, president; Dr. Nelson D. 
Brayton, Miami, vice-president; Dr. Charles Irvin, 
Miami, secretary. 


GILA COUNTY HOSPITAL STAFF 
(Globe, Ariz.) 

At the meeting of the staff of the Gila County 
Hospital, held Tuesday evening, January 10th, Dr. 
Charles Irvin of Miami was elected chief-of-staff 
for the year. The division of the services for the 
indigent patients was made as follows: 

First quarter—Drs. R. D. Kennedy and Chas. Per- 
kins; Second quarter—Drs. W. C. Adams and O. E. 
Schreiner; Third quarter—Drs. Clarence Gunter and 
Charles Irvin; Fourth quarter—Drs. L. E. Wight- 
man and N. D. Brayton. 


CHAVES COUNTY (N.M.) MEDICAL 
SOCIETY 
The Chaves County Medical Society held its an- 








‘nual banquct meeting in Roswell, at the Hotel Gil- 


der, on December 31st. The officers elected were as 
follows: 


President—Dr. J. E. McLane; Vice president— 
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Dr. A. P. Horwitz; Secretary-Treasurer—Dr. C. F. 
Beeson; Member board of censors—Dr. W. T. Joy- 
ner; all of Roswell. 

The program for the coming year was discussed 
and outlined. It was voted unanimously that weekly 
meetings would continue and that the Case Records 
of the Massachusetts General Hospital would con- 
tinue to hold a prominent place on the program, ev- 
ery one realizing the importance of diagnosis in 
medical practice and all appreciating the excellent 
way in which Dr. Cabot and his associates present 
their cases. 

DRS. SWEARINGIN, PHILLPS, INGALLS, 
HAYMAKER, MATHEWS and BEESON of Ros- 
well, N. M., have all been taking postgraduate 
studies in the east and west, and have all recently 
returned to their respective practices. 

DR. I. O. CHURCH, full time health officer for 


Chaves County, has recently resigned to take asim-° 


ilar position in California, leaving for his new post 
on January first. Dr. O. R. Haymaker is acting as 
health officer until a new man is secured for this 
full time position. 


EL PASO CITY-COUNTY HOSPITAL 


On December 28, the election of staff officers for 
1928 was as follows: 

Chief of the staff, Dr. E. J. Cummings; assistant 
chief of the staff, Dr. E. D. Strong; secretary and 
treasurer, Dr. Leslie Smith; Efficiency committee, 
Drs. Paul Gallagher, Stevenson and Newman. 

_ No formal program was presented at this meet- 
ing. 








EL PASO MASONIC HOSPITAL 


On December 7, the El Paso Masonic Hospital 
Staff met and after conducting the usual business, 
the following case reports with discussions were 
presented : 

Case 1. Presented by DR. JOHN CATHCART. 

A case of almost total urinary suppression for 
nearly three weeks in an advanced case of carcinoma 
of the cervix with ureter involvement, was reviewed. 
Some sero-sanguineous secretion was voided on the 
fourteenth day of the. terminal illness. The bladder 
was empty on catheterization and the ureters were 
entirely occluded. The patient died at about the 
eighteenth day of urinary suppression. On admission 
to + amma the blood urea was 260 mg. and crea- 
tin 


Case 2. Presented by DR. H. E. STEVENSON. 

Case of terminal pneumococcic meningitis. This 
was a case of a woman, about 56 years of age, 
who was a Christian Scientist. She gave a history 
of self treatment otitis media with “suggestions” 
from the neighborhood druggist. After a few days 
of illness the. patient developed a classical menin- 
ger > cre to an otitis media, and very prompt- 
y died, 

Case 8. Presented by DRS. HUGH CROUSE and 
MATTIE HILL. 

This was a case of terminal pellagra with autopsy 
— All the details of the case were not avail- 
able. 

Case 4. Presented by DR. F. P. MILLER. 

A case of operated diaphragmatic hernia compli- 
cated by a perforated gastric ulcer. 

The patient was a Mexican woman, age 46, wid- 
ow; occupation, ordinary housework and laundry. 
Family history: Father died of typhoid; one broth- 
er and one sister died in infancy from heart dis- 
ease. No record of congenital anomalies. Mother 
lived to the age of 80 years. : 

Complaint: (1) Pain that begins as a throbbing 
under the ribs on the left side with an extension to- 
ward the anterior midline; (2) Constipation that is 
very obstinate, even persisting for seven days with- 
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out relief from purgation and enemas; (3) Vomiting 
which is usually associated with attacks of ab- 
dominal pain and persistent constipation; no relief 
except by stopping all food temporarily; she had 
noticed bloody vomitus many times with exacerba- 
tion of upper abdominal pain; hard work’ or some 
dietetic error would induce vomiting for some ‘years 
past. (4) Gas is persistent and very distressing. 

Past history: In 1913, during one of Villa’s taids 
in Parral, she received a bayonet thrust through 
the arm extending into the chest at the seventh 
interspace midaxillary line, emerging in the third 
interspace anteriorly. With this injury she at no 
time coughed up blood or suffered much on account 
of the chest wound. However, much abdominal pain 
was experienced at that time and since. No serious 
illness since injury of either lungs or abdomen. 
Menopause two years ago. ; 

Physical examination: The right thorax was es- 
sentially negative. On the left anterior and poster- 
ior surfaces, breath sounds were distant or absent. 
No sounds were found below the eighth interspace. 
Some dullness. was elicited on percussion. At times 
rumblings of gas were heard on the anterior sur- 
face as low as the eighth rib and to the outer side 
of the heart. Heart; no murmurs but sounds were 
distant and indistinct; apex location not made out; 
blood pressure was 130-88. Abdomen retracted, 
scaphoid in appearance, slightly tympanitic over left 
side of upper left quadrant as far as the nipple-line. 
No masses were felt. Slightly tender on left costal 
margin. No gynecological examination was made, 
since no symptoms were referable to the pelvis. 
Scar on the left arm from injury described above, 
and in the mid-axillary line on the left side of the 
chest between the eighth and ninth ribs. 

Working diagnosis: Hernia of diaphragm, 
side, the result of traumatism. - 5 

Operation: Ether anesthesia. A long Bevan in- 
cision was made through the left rectus muscle. The 
area of the left diaphragm was exposed and the 
ovening in the diaphragm inspected. The cecum and 
appendix were not only near the diaphragmatic 
opening at about the usual site of the splenic flexure, 
but also to the right. of the descending colon. An 
undiagnosed gastric ulcer with adhesions was, de- 
tached from the anterior abdominal wall and the 
uleer crater was then touched with the cautery 
point, and sutured through and through with No. 1 
catgut, and purse strin& sutures of Dulox and fine 
silk. The viscera were then withdrawn. from the 
thorax. ‘There was considerable difficulty in re- 
moving the adherent viscera from the pleural. ad- 
hesions. The opening in the diaphragm was closed 
with large size silk sutures. The sp'een was fas- 
tened to the suture line with mattress stitches of No. 
2 catgut. The abdomen was closed without drain- 
age with three tier catgut, reinforced with four 
through and through silkworm gut sutures. .Hem- 
orrhage first degree; shock, third degree. 

Gross Findings: There was an ulcer on the an- 
terior surface of the stomach in the upper third near 
the curvature, with adhesions to the stomach wall 
about three-fourths of an inch in diameter. The en- 
tire transverse colon, parts of the ascending and de- 
scending colon, all the small intestines, and the omen- 
tum were in the left side of the thorax. There was 
an opening in the outer side of the left diaphragm 
that would admit the right hand when the fingers 
were held in a cone-shaped position. There was no 
evidence of-a sac. The omentum and colon were ad- 
herent to the sides of the opening, to the upper 
surface of the diaphragm, and to the pleural] sur- 
face of the left lateral wall of the chest. The small 
intestine was covered with numerous small tubercu- 
lous looking masses resembling tuberculous peri- 
tonitis.’ 

Dr. Miller in reporting the case said that he was 


left 
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sorry that he had operated through the abdomen, 
as he believed that the intercostal route would have 
been better in this instance, because of the gastric 
ulcer and the adhesions to the anterior abdominal 
wall. The x-ray failed to be of any service in this 
case. 

DISCUSSION: The question was asked, “What 
did the patient die of?” Dr. Miller replied that for 
the last fifteen minutes prior to death, the muscles 
of the patient’s face and hands and neck twitched 
like a tetany. He stated that death came too early 
(four hours after operation) to come from acidosis; 
urinary examination on the day of operation showed 
no evidence of acidosis. 

Dr. Leigh asked the cause of the patient’s coming 
te the operation after such a long interval of time 
elapsing between the injury and the operation. Dr. 
Miller replied that the inerease in the severity of 
the symptoms, namely, pain, nausea and vomiting, 
sever@ constipation, inability to eat and retain any- 
thing, and the necessity to do hard work for a living, 
caused ‘her to seek surgical relief. Dr. Miller stated 
that ‘the uleer referred to had evidently, at one time, 
been perforated as it was adherent to the periton- 
eum, at the time of operation. 

Case 5. Presented by DR. HARRY LEIGH. 

A ease of primary non-suppurative encephalitis. 
Male baby, 15 months old, normal delivery and 
breast fed. Mother states that when baby was 
about five days old it had a violent infection of the 
eyes and came near losing its sight. The eyes were 
treated for months before making a complete re- 


covery. 

Complaint: Irritability, convulsions, fever and 
vomiting. 

Course: The day before entrance into the hospital 
the child had been iritable and fretful all day; he 
ate poorly but food was not restricted. He had no 
fever during the day. The following morning the 
mother was. awakened about three o’clock by the child 
in convulsions and vomiting. He was immediately 
brought to the hospital. By that time he was con- 
scious, although still spastic. Pupils were equal. 
Neck somewhat! stiff and retracted. Nothing abnor- 
mal about the chest or heart. The abdomen was 
somewhat distended by gas. There was no sign of 
paralysis. Neurological tests were unsatisfactory 
due to the general spasticvity. Temperature on hos- 
Pitalization was 104° F. 

Working diagnosis: Gastro-entritis, but with an 
order for immediate spinal puncture. Thirty c.c. of 
spinal fluid was obtained under pressure; cell count 
was two cells per c.mm. but negative for globulin. 

Final diagnosis: Non-suppurative encephalitis, 
primary. In two weeks the baby had made a satis- 
faetery recovery. One month later he again had 
convulsions, but this attack proved to be due to in- 
testinal intoxication. The neck was rigid for some 
days. A slight facial paralysis left in two weeks. 
The deep reflexes continued exaggerated throughout 
the course of the disease. 

Diagnosis: Non-suppurative encephalitis—pri- 
mary type. 

Diseussion: These cases generally occur in chil- 
dren under three years of age, but occasionally are 
found up to five years. I saw four cases last sum- 
mer. One 18 months old baby had convulsions, fa- 
cial paralysis, and looked at the time like a pro- 
nounced case of poliomyelitis of the bulbo-spinal type. 
Today the child has recovered for an impedi- 
ment of speech and a slight facial paralysis. Pri- 
mary, non-suppurative encephalitis is often confused 
with poliomyelitis. Peterson was the first man to 
eall attention to the fact that these cases occur 
simultaneously with epidemics of poliomyelitis. My 
cases all occurred during the summer months. 

Secondary form: These occur secondary, or as a 
complieation of some severe infectious disease, i. e., 
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scarlet fever, measl¢s, diphtheria, typhoid, small- 
pox, etc. Gastro-intestinal and tuberculous infec- 
tions may simulate this form of encephalitis. 
There are three fairly definite stages: The onset, 
the focal symptoms, and the residual phase. There 
is usually one day of prodromata, such as loss of 
appetite, vomiting, more or less apathy, temperatures 
ranging from 103-105, and irritability or even con- 
vulsions. It is not uncommon to find one arm or 
one leg flaccid or spastic and the child perfectly 
conscious. The neck is nearly always stiff. Focal 
symptoms develop the second or third day; symp- 
toms vary with the locality affected. There is facial 
paralysis in two-thirds of the cases. The speech is 
often affected, but owing to the fact that the child’s 
speech area is not well developed under three years 
mutism is rare. Nystagmus and ocular unbalance 
is usually present (seldom is pupillary reaction im- 
Sometimes the whole cerebrum is invo.ved ; 
death then ensues, depending upon the rate and ex- 
tent of the involvement. The diffuse cerebral type 
is fatal in two or three days. Atrophie changes of- 
ten involve nerves, muscles, skin and the bones, 
wkile athetoses and spastic paralysis are common 
vestiges. Permanent motor defects with spasticitiy 
alter locomotion and voluntary activities. Some of 
— children eventually become epileptics or im- 
iles. 
Pathology: The acute form is associated with 
hemorrhage. In this type there is round cell infil- 
tration, hemorrhage, early thrombosis and soften- 
ing. The area involved may fill with blood and be- 
come cystic. Some of these actually become so 
enormous that they encroach on the ventricle and 
produce extensive destruction. Diffuse small pe 
techial hemorrhages may give a flea bitten appear- 
ance during the resorption period. The cell count 
may be normal, or it may reach 30 or 40 cells per 
c.mm. This is a definite non-lethargic, primary non- 
suppurative encephalitis usually limited to children 
under three years. Some workers are seriously con- 
sidering this a type of poliomyelitis infection. 


COUNTY MEDICAL WORK IN COCHISE 
COUNTY (Arizona). 

The board of supervisors of Cochise County have 
selected DR. H. J. FRENCH of Bisbee, to serve 
as county physician for Cochise county and care for 
the indigent sick. 

The following deputy physicians were selected for 
the various districts of the county: 

DR. D. S. SCHENCK, Tombstone district; DR. 
GEORGE W. DUNNE, Douglas District; DR. F. W. 
RANDALL, Pearce and Courtland District; DR. B. 
E. BRISCOE, Willcox District; DR. R. E. YEL- 
LOTT, Benson District. 








TULAREMIA IN ARIZONA AND NEW MEXICO 
Instances of tularemia are being reported from 
several points in these two states. Several cases have 
been found around Santa Fe, and three cases have 
been reported from Flagstaff and vicinity; one 
case is renorted from Phoenix. The Coconino Sun, 
in an issue of early January, gave a resume of the 
known facts about this disease, and this was quoted 
in full in the St. Johns Herald (Ariz.). The infec- 
tion is transferred from rabbits to the human. 
The symptoms may be very mild or very severe; 
there may or may not be local manifestations. Diag- 
nosis can be made after the first week or ten days 
by agglutination test, the blood having developed 
agglutins to the Bact. tularense by that time. 

In BISBEE, ARIZONA, the doctors and lawyers 
have been engaged in a volley ball tournament at 
the Y.M.C.A. The contest was won by the doctors 
with a team composed of DRS. FERGUSON, 
FRENCH, MOON and DURFEE. They were ban- 
queted by the losing attorneys. 
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PERSONALS AND NEWS.| 
ARIZONA 

DR. W. W. HORST, of Globe, Ariz. has re- 
moved from. this location and will locate in Los 
Angeles. He and. Mrs. Horst (formerly Miss 
Edna Bundy of Globe) left for the coast about 
December 31. Dr. Horst was for several years 
with the Old Dominion Hospital, and later in 
private practice in Globe. 

DR. GEORGE MADSEN, of the Desert Sanita- 
rium, at Tucson, and MISS MAURINE  DIS- 
MUKES of Globe, were married on Christmas 
Eve, at the Sanitarium in that city. Dr. Mad- 
sen recently resigned his position with the Old 
Dominion Hospital in Globe to become asso- 
ciated with the Sanitarium. 

DR. CHARLES N. PLOUSSARD of Flagstaff, 
has removed to Phoenix, where he will be as- 
sociated with Southwest Clinic. Dr. Ploussard 
has been located at Plagstaff a number of years, 
in association with Dr. A. H. Schermann at the 
Mercy Hospital. 

DR. A. C. DONALDSON, formerly of -Minneap- 
olis, Minn., whose location in Chandler, Ariz., was 
noted in this journal last month, has opened 
offices in the Suharo Hotel. He and: Mrs. Don- 
aldson have their home temporarily at the P'aza 
Hotel. 

DR. PAUL R. SIBERTS, of Somerton, motored 
to the coast: 

DIPHTHERIA continues to be. mildly epidemic 
in several sections of Arizona. This condition is 
no different from that which prevails the coun- 
try over. There are being received about twen- 
ty-five reports of new cases each week by the 
State Heaith Department. 

EPIDEMIC MENINGITIS appeared in Phoenix 
about the first of the year, and there have been 
some six or seven cases reported to date. This 
is the first appearance of this infection in Phoe- 
nix for a number of years. Every effort is being 
made to control the spread of the infection. 

DR. H. K. WILSON, of Holbrook, county health 
officer, has been inoculating against scarlet fever 
in the schools of the county. 

DR. H. I. McNEILL, health officer for Mesa, 
Ariz., recently addressed the local Rotary Club, 
the burden of his talk being that the improve- 
ment in the quality of the miik sold in the com- 
munity has made a very definite impression on 
the public health, there being decidedly fewer 
eases of illness of the sort which arises from 
this source. 

DR. W. C. CAIN, of Yuma, recently won a suit 
in court for the collection of a bill, in which a 
counter suit for malpractice was filed. It is a 
pleasure to record such an outcome and to con- 
gratulate the doctor on taking this matter through 
the court and establishing his rights. 

DR. FELIX MANNING, of Flagstaff, city “and 
county health officer, working in conjunction with 
the State Dairy Commission and the U. 8.’ Public 
Health Service, has placed in effect the model 
dairy ordinance, and all milk sold in Flagstaff 
after January first must be marked according 
to grade. 

DR. A. C. ROUNSEVILLE, of Willidms, paid a 
visit to Chicago the latter part of December. 

DR. CHARLES S. VIVIAN of Phoenix, formerly 
with the Southwest Clinic,-has severed his re- 
lations with the Clinic, and has moved his offices 
to the Heard Building, Phoenix, where he will 
continue his practice in the field of urology. 

DR. S. B. GILLESPIE, formerly of  Knoxviile, 
Tenn., is now located at Sacaton, Ariz., with the 
United States Indian Service. He is a fairly fre- 
quent visitor to Phoenix over the excellent road 
which now connects these two points. 
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DR. NUGENT FROST, formerly of Humboldt, 
is located in practice at Kingman, Ariz. 

DR. C. A. THOMAS, of Tucson, was recently 
operated upon for appendicitis. This was an in- 
terval operation and the doctor is, reported as 
having completed his forenoon’s work as a sur- 
geon and then to have climbed upon the tale 
and envcted the role of patient at the hands of 
his associates, observing the operation, which was 
performed under local anesthesia. 

DR. GEORGE W. LANGDON, formerly of Oak 
Creek, Colo., has located in Safford, Ariz. Dr. 
Langdon is a graduate of the University of Colo- 
rado, class of 1914. 

DR. PAUL ZINN, of Superior, has removed 
to Globe, Ariz., where he will be associated with 
the Old Dominion Hospital staff. 

DR. W. F. CHENOWETH, of Nogales, was in 
Phoenix the first week in January attending the 
meeting of the Board of Medical Examiners. 

DR. WM. LOWE, of Blizabeth, N. J., formerly 
associated with the Standard Oil Company as in- 
dustrial surgeon, has moved to Phoenix, where he 
wiil locate. He was licensed at the January meet- 
ing of the Board of Medical Examiners. He is lo- 
cated temporarily at 842 N. 7th Ave. 

DR. T. B. FITTS, of Nogales, Arizona, was a 
visitor in Phoenix early in January. He came for 
the purpose of placing his daughter in the Gregg 
School of Shorthand. Dr. Fitts is vice president of 
the Santa Cruz County Medical Society. 

DR. FRED HOLMES, of Phoenix, has returned 
from a three weeks’ visit to Drs. Matson, of Port- 
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iand, Ore. The purpose of Dr. Holmes’ trip was to 
»bserve the work of these spetialists in thorascopic 
handling of pleural alhesions in connection with 
»neumothorax, a method of treatment which is slowly 
zaining adherents in this country. 

The EAST FARM SANITARIUM of the PHOE- 
NIX INDIAN SCHOOL suffered a small outbreak 
of scarlet fever recently. The situation was prompt- 
ly controlied by DR. A. H. WHEELER, physician 
for the sanitarium, who immediately immunized al) 
contacts, so that the outbreak subsided with the 
three primary cases. 

DR. H. A. REESE, city and county health officer 
for Yuma, Arizona, in his milk report for the 
month of December, gives the scores of the six dair- 
ies selling milk in the city. Four of these selling 
Grade A raw milk had scores ranging from 92 per 
cent to 97 per cent. One selling Grade A pasteur- 
ized milk had a score of 95 per cent. One with 
Grade B milk not sold raw, had a score of 78 per 


cent. 

DR. AND MRS. NELSON D. BRAYTON, and 
daughter, of Miami, Ariz., returned early in Jan- 
uary from a vacation holiday on the coast. 

The STATE BOARD OF HEALTH OF ARI- 
ZONA reports that the first two cases of smallpox 
to develop in this state since July,'1927, were re- 
cently from Maricopa county, one case in Buckeye 
and one in Phoenix. Both were mild cases. 

DR. H. D. BERLIN of Miami, Arizona, spent the 
Christmas vacation on the coast visiting relatives. 
He returned to his post with the Miami-Inspiration 
Hospital about January first. 

DR. GEORGE PINESS, of Los Angeles, is re- 
ported to have been visiting Jerome, Arizona, for 
the purpose of investigating hay fever, at the invi- 
tation of the United Verde Copper company. Dr. 
a is a well known worker in the field of al- 
ergy. 
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NEW MEXICO. 


A case of TULAREMIA has been reported from 
near Santa Fe, contracted by a Guadalupe Coun- 
ty farmer in the’ usual manner, that is, by hand- 
ling rabbits which prove to be infected. 

MALARIA has become a serious menace in 
Dona Ana County, according to newspaper re- 
ports, quoting County Health Officer C. W. Ger- 
ber of Las Cruces. Malaria was introduced from 
the southern part of the United States, and has 
been spread by the indigenous mosquitoes. 

DR. H. A. STROUP, of Artesia, N. M., was 
elected president of the Pecos Valley Medical 
Association, at their annual meeting in Clovis 
in December. DR. CHAS. F. BEESON was elect- 
ed secretary. 

SCARLET FEVER forced the closing of whe 
schools at Mills, N. M., the middle of Decemver, 
by order of the county health officer. 

DR. HOWARD R. RAPER, of Albuquerque, 
(D.D.S.) whose work in radiography in dentistry 
has won national recognition, was recently award- 
ed the Callahan Memorial medal by the Ohio 
State Dental Society for the outstanding scien- 
tific presentation during the year. 

DR. JOSEPH FOSTER of Santa Fe, was among 
those attending the recent convention of the Ra- 
diological Society of North America in New Or- 
leans, the first week in December. . 

DR. C.. W. GERBER, county health officer, of 
Dona Ana County, N.-M., which is suffering from 
an invasion of malaria, has formulated plans for 
the eradication of this epidemic. In connection with 
the county farm bureau, a program has been worked 
out, and the fund of $3500 required for this work 
will be raised. 5 

DR. DOREMI, of Mexico City, is spending a per- 
iod of rest in Deming, N. M., having arrived there 
recently for the benefit of his health. 
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EL PASO COUNTY NEWS 

DR. HAROLD KIRKHAM, of Houston, Texas, 
addressed the Southwest Orthodontists in El Paso, 
on December 6, on “Orthodontia and its Relat.on 
to Cleft Palates.” 

DR. G WERLBY addressed the Clovis meet- 
ing of the Pecos Valley Medical Society, December 
12, on “Auricular Fibrillation.” 

DR. K. D. LYNCH addressed the Clovis meeting 


- on “Tuberculosis of the Kidney.” 


DR. ASRANIO de AMARAL, of San Antonio, 
who has charge of the production of serums for 
the treatment of snake bite, addressed the El 
Paso County Medical Society at a meeting open 
to the public on December 15. The doctor has 
long been engaged in a similar type of work in 
Rio de Janeiro. His discussion gave in detail 
the biochemistry of snake venom and the me- 
chanism of the production of death. He empha- 
sized the need of early treatment, particularly 
the local and the. specific. In addition to local 
constrictions above the wound, multiple incisions 
and suction, he advised the injection of some 
of the anti-toxin in the immediate vicinity of the 
wound to destroy a neurotoxin. The Texas rat- 
tler, he regards as the most toxic of the common 
rattlers. Col. Martin L. Crimmins, U.S.A., re- 
tired, who devoted a great deal of time to this re- 
search, gave a brief history of the steps that nad 
led to the final development of specific sera. 
Some 5000 lbs. of rattiers have been utilized in 
the past year in San Antonio to secure the need- 
ed amount of venom. 

THE HEALTH DEPARTMENT reports a small 
epidemic of scarlet fever during the last few 
months. November had 75 cases, December 85 
and at present there are 60 cases under quaran- 
tine. A total of 229 cases occurred during 1927. 
Diphtheria has almost ceased to exist under the 
practice of free immunization. At present there 
are three cases under quarantine. 

DR. P. R. OUTLAW has been appointed to suc- 
ceed Dr. R. A. Wilson, who retired on account of 
ili health. Dr. Outlaw was graduated from Belle- 
vue Medical School, New York City, in 1893. He 
was employed by the New Orleans Health De- 
partment tor two years, and by the Louisiana 
State Board for yellow fever quarantine, at that 
time stationed in Central America. For four 
years he was health officer at St. Tammany Par- 
ish, Louisiana. He spent three years in the army 
during the world war and was discharged with 
the rank of captain. He has been a resident of 
Hi Paso for fifteen years and has been connect- 
ed in some capacity with the health department 
work for six years. He served as Assistant 
Health Officer for the last two years. 

DR. and MRS. W. E, VANDEVERE spent the 
holidays in Dr. Vandevere’s old home in Mississ- 
ippi; then visited Mrs. Vandevere’s home in 
Nashville, Tenn., after which they spent two or 
three weeks in New Orleans, where the doctor 
attended clinics. 

DR. P. R. OUTLAW, city health officer of El 
Paso, plans a campaign of vaccination for the large 
number of new children coming into the schools, as 
well as for the unvaccinated adults. Dr. Outlaw 
algo reported early in January that there were then 
_ sixty cases of scarlet fever in the city, all of 





CAMPAIGN FOR EARLY DIAGNOSIS 
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tuberculosis. One of these individuals was in the 
employ of a medical organization and while in ap- 
parent good health developed a pneumothorax sud- 
denly. Upon being x-rayed, it was discovered that 
he has lesions of moderately advanced tuberculosis 
in the opposite lung. 

The other case was that of a school , who had 
seen several of the best physicians. Only after an 
observation of several weeks and x-ray examination 
was it possible to make the diagnosis. The x-ray, 
however, showed lesions of moderately advanced tu- 
berculosis. 

These two cases explain the not infrequent devel- 
opment of lesions in the lung without giving rise to 
definite or suspicious clinical symptoms. They also 
foint out the necessity of always suspecting tuber- 
culosis and the importance of periodic complete 
physical examination of apparently well persons. 
The diagnosis is not easy and the physical signs 
may not readily be recognized. In making physical 
examinations, special attention should be given to 
auscultation ‘and, above all, to stethoscopic ausculta- 
tion on inspiration after expiratory cough. Lay “ex- 
perts” sometimes have the impression t the diag- 
nosis of pulmonary tuberculosis is easy and that 
doctors are incompetent because they do not make 
an immediate diagnosis. The diagnosis is often dif- 
ficult, and’ the physician is frequently perplexed in 
making a decision. 

The National Tuberculosis Association and _ its 
various affiliated associations will launch a publicity 
campaign for the early diagnosis of tuberculosis in 
March, 1928. The cooperation of physicians is 
sought, as it is not unlikely that a considerable 
number of their own patients or others may come to 
them for a physical examination. We sincerely hope 
that when patients do present themselves, an op- 
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portunity. will be arranged to give the individual a 
careful physical examination. If the physician recog- 
nizes that .this is not his particular specialty, we 
trust that he will refer the patient to physicians 
whq will be able to make such an examination. In 
the event that patients are found to be indigent or 
unable to pay for an examination, it is hoped that 
they will be referred to the proper clinic or dis- 
pensary for examination. An effort will be made 
prior to the launching of this campaign to secure 
the cooperation of medical societies to the end that 
they may arrange to hold meetings on the early diag- 
nosis of tuberculosis and possibly for postgraduate 
courses in the diagnosis of the disease. 


CORRECTIONS 


Our attention has been called by an inter- 
ested reader of this journal to two errors in 
names in the report of Dr. F. M. Pottenger’s 
talk on the “Treatment of Tuberculosis” in 
our December issue, page 556. The name 
“Bevnier”’ should be Brehmer, as it refers 
to Dr. Herman Brehmer of Goerbersdorf, 
Germany. In the reference to his pupil, the 
name “Detwiler” should be Dettweiler. 
These errors were called to our attention by 
Dr. John Ritter of Chicago. The published 
discussion was from a stenographic report 
and was not submitted to Dr. Pottenger for 
corerction before publication,—hence the er- 
rors. 

On page 548, of the December journal, the 
article on “Symptomatology and Diagnosis 
of Chronic Appendicitis in Children,” was 
read by Dr. F. C. Jordan, then of Chandler, 
Ariz., now located in Phoenix, and not by 
Dr. Dudley Fournier, as the journal has it. 








DIAGNOSTIC STANDARDS OF TUBERCULOSIS 


In 1917 a Committee on Diagnostic Standards, 
organized by the National Tuberculosis Associa- 
tion, set to work to formulate as simply and ac- 
curately as possible standards and criteria for the 
diagnosis of tuberculosis. The seventh edition of 
Diagnostic Standards for Pulmonary and Glandular 
(Hilum) Tuberculosis was published November, 1926 
in booklet form by the Committee, which at pres- 
ent consists of the following: Dr. John A. Smith, 
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Chairman and Secretary; Dr. Fred H. Heise, Dr. 
Alexius M. Forster, Dr. Henry D: Chadwick, Dr. 
Clarence L. Hyde, Dr. Walter L. Rathbun and Dr. 
J. Burns Amberson, Jr. ; 

Minimum standards in the diagnosis of pulmo- 
nary tuberculosis are listed as follows: 

1. When constitutional symptoms and definite 
past history are absent, or slight, there should be 
demanded definite signs in the lungs, including per- 
sistent rales usually in the upper half of the lung, 
or definite and characteristic parenchymal changes 
as shown by the x-ray, or the finding of tubercle 
bacilli. (By ‘persistent” is meant that the rales 
must be present after cough at two or more ex- 


©) 


(Am Antiseptic Liquid) 
E ‘ f i % i 
“Physician’s samples 


sent without cost 


or obligation. 











THE NONSPI COMPANY Send free NONSPI 
265 WALNUT STREET samples to: 


KANSAS CITY, 

















The G. Wilse Robinson Sanitarium 
and Neuro-Psychopathic Hospital 


For Nervous and Mental Disorders 
and Allied Conditions 
Alcoholism and Drug Addiction 


Picasantly located, on a beautiful tract of 25 acres. 
Jiildings are commodious and attractive. Rooms 
with private bath are available. 


Approved diagnostic and therapeutic methods used. 
Occupational therapy, recreation and entertainment. 


G. Wilse Robinson. M. D., Medical Director 
Kin D. Curtis, M. D., Resident Physician 
Office:—Suite 814-817 Medical Arts Bldg. 
34th and Broadway. 


Sanitarium:—8100 Independence Road, 
Kansas City, Missouri 

















34 


aminations, the patient having been under observa- 
tion at least one month.) 

2. In the presence of constitutional symptoms, 
suchas loss of weight and strength, etc. as de- 
fined above, there should be demanded some ab- 
normality in the lungs on physical or x-ray exam- 
ination or both (but not necessarily rales). 

3. Usually a process in the upper half of the 
chest should be considered tuberculous and a pro- 
cess in the lower half non-tuberculous, until] the 
contrary is proved. 

4. Hemoptysis or pleurisy with effusion is only 
presumptive evidence of the disease. 

5. Pain in the chest and shoulders, night-sweats, 
digestive disorders, etc.. require careful examina- 
tion of the lungs for evidence of the disease. The 
presence of any extra-pulmonary tuberculous le- 
sion necessitates careful examination of the lungs. 
This includes especially fistula in ano, adenitis, 
joint tuberculosis, etc. 

6. In every doubtful case one should demand 
that the patient be kept under observation and a 
record kept of pulse. temperature, weight, etc., for 
at least one month, with repeated sputum examina- 
tions, before a definite diagnosis is made. The im- 
portance of careful and thorough observation for 
at least one month is to be emphasized. 

7. Tuberculin tests and other special laboratory 
diagnostic methods are of use only when in the 
hands of those specially trained and experienced 
in their interpretation. 

The booklet also includes precise definitions of 
symptoms commonly encountered, classifications of 
diagnosis according to lesion and recommendations 
for the disposition of patients according to stage of 
disease. “Diagnostic Standards” may be obtained 
free from the National Tuberculosis Association; 370 
Seventh Avenue, New York City. 


BOOK REVIEWS 


The Anatomy of the Nervous System—from the 
Standpoint of Development and Function, by Ste- 
phen Walter Ransom, M. D., Ph. D., professor of 
neuroanatomy, Washington University School of 
Medicine, St. Louis, Mo.; with. 284 illustrations, 
some of them in colors; third edition,. revised; W. 
B. Saunders Company, Philadelphia and London; 
1927. 


The publication of this volume was first in 1920 
It was reprinted in 1921 and again in 1922; it was 
revised and reprinted in 1923 and reprinted in 
1925 and 1926, and revised and reprinted in 1927. 
The frequent reprinting and revising of this volume 
is sufficient testimony of its value. 


In the past twenty years there has come an un- 
derstanding of the anatomy of the nervous system, 
and consequently an understanding of the function 
of the various parts thereof, such that the physi- 
cian who has. made no recent study of the subject 
will be astounded at the advances. Those of us 
who have not had occasion to open the newer text- 
books, and remember the old ones, will indeed 
marvel when privileged to see a book such as Ran- 
som has written. 

An attempt to review such a work is exactly 
like trying to review Gray’s anatomy—as I have 
said before. The author has the fortunate style of 
being concise. A great deal is said in a small 
amount of space. The book commends itself won- 
derfully to the busy practitioner who must do work 
with nervous diseases. 








A Text-Book of Clinical Neurology, by Israel S. 
Wechsler, M. D., assistant professor of clinical neu- 
rology, Columbia University, New York; attending 
neurologist, The Montefiore Hospital, New York; il- 
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lustrated; W. B. Saunders Company; Philadelphia 
and London; 1927; $7.00. 

This book is a worthy companion piece to that 
splendid work by Professors Frederick Tilney and 
Henry Alsop Riley—The Forms and Functions of 
the Nervous System. Wechsler’s book is devoted 
entirely to the clinical side of neurology. 

There are 725 pages divided into five parts: part 
I devotes 120 pages to the Method of Examination: 
part II, 104 pages to The Spinal Cord; part III, 60 
pages to the Peripheral Nerves; part IV, 348 pages 
to The Brain; and part V, 67 pages to The Neu- 
roses. There are 24 pages devoted to a remark- 
ably complete index—an extremely important por- 
tion of such a book. There are 127 illustrations, 
all carefully selected and beautifully produced. 

The rev'ewer thinks it not too much to say that 
this is unquestionably the best and by long odds 
the most practical book upon cl'nical neurology in 
the English language. 





How to Make the Periodic Health Examinations 
—A Manual of Procedure, by Eugene Lyman Fisk, 
M. D., Medical Director, Life Extension Institute: 
Foreword by Major-General Merritt W. Ireland, 
Surgeon General U. S. Army; MacMillan Com- 
pany; New York; 1927. 

This manual is prepared primarily for the pur- 
pose of helping physicians who make periodic 
health examinatinos. It stresses the routine of tak- 
ing histories, making examinations, recording the 
findings, and presentation of conclusions and ad- 
vice. 

The book is a mine of useful information. It is 
written in what might be called outline form; 
therefore, a great deal is said in comparatively few 
words. For example. on page 145 we read, “ab- 
sence of the deep reflexes should especially sug- 
gest the following disturbances: tabes doralis, neu- 
ritis, paresis, poliomyelitis. uremia. recent complete 
lesion of the cord, progressive muscular atrophy, 
syringomyelia, amyotrophic lateral sclerosis, post- 
epileptic states.” On page 81 are given twelve sep- 
arate examinations of the heart to make with the 
stethoscope. On page 263 begins a paragraph deal- 
ing with exercise. In the next several pages is giv- 
en in concise form various types of exercise for 
correcting or improving various maladies. Scarcely 
a subject which is of general interest to the physi- 
cian is left untouched. The section on endocrines, 
while brief. states the facts and what may be ex- 
pected from treatment. 

This book will be found useful as an encyclo 
pedia of facts but more particularly as an aid in 
getting ready to make periodic health examinations. 

O. H. B. 





Affections of the Stomach, by Burrill B. Crohn, 
M.D., associate attending physician, to the Mt. 
Sinai Hospital, New York City; octavo of 902 pages 
with 361 illustrations. some in colors. Philadelphia 
and London. W. B. Saunders Company, 1927; 
cloth; $10.00 net. 

Although this is the third large volume upon 
affections of the stomach which the reviewer has 
read in the past few months this book was gone 
through with unusual amount of interest. The au- 
thor deals with the subject as well as would be 
expected. He is easy to read. He quotes freely 
from literature and gives numerous references, at 
the end of the chapter. 

This is a most satisfactory book upon the sub- 
ject. Because of the numerous references, it will 
live. In his preface he says. “An inquiring search 
of the stock rooms of a modern library such as 
that of the New York Academy of Medicine ac- 
quaints one with the fact that the shelves contain 
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many dusty, often forgotten volumes *written at 
the time by men standing at the head of the pro- 
fession, names known in their day and generation 
as outstanding examples of ability and merit.” 

The author has guarded against such a fatality 
for his volume by making the numerous references 
to the literature. 

The reviewer regrets to note there are no refer- 
ences made to the allergic or anaphylactic distur- 
bances of the stomach. 

Infectious Diseases and Aseptic Nursing Tech- 
nique; by D. D. L. Richardson, M.D., superintend- 
ent Providence (R.I.) City Hospital; W. B. Saun- 
ders Company, Philadelphia, 1927; 182 pp.; $1.50. 

Here is a clear, concise textbook on the princi- 
pal infectious diseases, by a well known authority. 
The work is of particular appeal to nurses. Part 
I consists of lectures on the more common infec- 
tious diseases, discussed in the order of their 
importance or frequency. There are thirty dis- 
eases recorded, grouped to fall into fifteen lec- 
tures. For each disease a complete outline has 
been followed, discussing definition, etiology, epi- 
demology, mortality, immunity, incubation period, 
symptoms, complications, and treatment. Included 
in Part I is a chapter on “Infection and Immunity,” 
describing the transmission of infectious diseases 
and the various kinds of immunity. Especially good 
is the chapter on “Care of Infectious Diseases at 
Home.” Much emphasis can be laid on the para- 
graph “Release from Quarantine.” 

Part II is made up of regulations pertaining to 
the maintenance of an isolation hospital. This 
asceptic nursing technique has been carefully 
worked out and proven adequate at Providence 
City Hospital. The essential details, as the author 
points out, can easily be adapted to any construc- 
tion or equipment. Thirteen of the illustrations 


35 


are photographs, taken at the providence City Hos- 
pital, showing technique and equipment. 

The essentials in the education of nurses are 
covered in this volume, and this ,together with its 
highly practical character, will make the book 
widely used in classrooms of up-to-date hospitals. 

ELLA N. EATON, R.N. 





Tiger Trails in Southern Asia, by Richard L. Sut- 
ton, M.D., Sc. D., LL. D., F. R. S. (Edin.); Fellow 
of the Royal Geographic Soceity; Professor of 
Dermatology, University of Kansas; Special repre- 
sentative, Department of Natural History, Univer- 
sity of Missouri; with 115 original illustrations; 
The C. V. Mosby Company, St. Louis; 1926. 

Red blooded men and women generally will en- 
joy reading Sutton’s experiences and observations 
on Tiger Trails in Southern Asia. This is in no 
sense written primarily for medical men. So vivid- 
ly portrayed are many of the experiences that the 
reader gets an almost first hand thrill in many of 
the places where the author describes happenings. 

The reviewer found the book intensely interest- 
img and probably a number of neglected duties may 
be directly chargeable to Dr. Sutton for having 
written so entertainingly of his travels. 

The author’s style of writing is, perhaps, better 
adapted to the presentation of countiess facts on 
medical subjects in abbreviated space. than it is 
for a finished literary product. but this does not 
detract materially from the interest of the book. 

O. H. B. 





A Textbook of Therapeutics—including the Es- 
sentials of Pharmacology and Materia Medica; by 
A. A. Stevens. A. M., M. D., professor of applied 
therapeutics in the University of Pennsylvania, 
Philadelphia; visiting physician to the University 
and to the Philadelphia General Hospitals; seventh 
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edition, entirely reset; W. B. Saunders Company, 
Philadelphia and London; 1927; $6.50. 

Since 1894, this book has been used as a text 
for medical teaching. It has been frequently re- 
vised and kept up-to-date. 

Ephedrin, dial, insulin, and other recent acquisi- 
tions are discussed. In the paragraphs dealing 
with pernicious anemia, however, nothing is said 
of the use of liver, nor of hydrochloric acid. 

The pages dealing with what the author calls 
“applied therapeutics,’ might well be omitted from 
a book dealing with materia medica in an encyclo- 
pedic fashion. One hundred seventy-four pages are 
scarcely adequate for handling the question of ap- 
plied therapeutics on all the various diseases, espe- 
cially in the encyclopedic style used in the materia 
medica section. 

The author discusses physical measures but not 
with the thoroughness that would seem warranted 
in this day. His chapter uopn electricity has like- 
ly not been rewritten for twenty years. 

There is, however, a vast amount of useful ma- 
terial in the volume. 





A Textbook of Physiology, for Medical Students 
and Physicians; by William H. Howell, Ph. D., M. 
D.. Sc. D., LL. D., professor of physiology in the 
School of Hygiene and Public Health, The Johns 
Hopkins University, Baltimore; tenth edition, thor- 
oughly revised; W. B. Saunders Company, Phiila- 
delphia and London; 1927; $6.50. 

This text was written in 1905 and has had 32 
editions since that time. Nine times it has been 
revised. What more glowing tribute can a review- 
er pay a book than iin those statements? Professor 
Howell has been identified with physiology so long 
and so intimately that none are more qualified to 
give the profession the facts in this all important 
field. This is another book that should be upon 
the physician’s basic science book shelf. 





LESIONS OF BONE. This study now includes 
practically 1000 cases. The predominant lesions 
are benign bone cysts (lesions of the shaft in chil- 
dren), the benign giant cell tumors (involving 
the epiphysis in adults), and sarcomas. The bone 
lesions nowadays are seen much earlier than for- 
merly, and the x-ray characteristics are, therefore, 
somewhat different. 

A central bone tumor in the shaft of a patient 
under fifteen years is almost certainly a bone 
cyst; if the patient is an adult it is more likely to 
be a chondroma or a metastatic tumor. When the 
epiphysis is involved it is usually a giant cell 
tumor, with rarer cases of chondroma, myxoma, 
metastatic tumor, myeloma. Brodie’s abscess in 
the shaft differs little from a cyst. Therefore, a 
central bone lesion with intact bone shell aoes 
not call for amputation but conservative opera- 
tion. Introduction of radium into bone cavities 
is not advised. 

Of the periosteal bone lesions, sarcoma in its 
varying picture, is most frequent. The sclerosing 
sarcoma is the most distinctive; even in the earli- 
est x-rays there is an irregular cloud over the shaft 
of the bone, with a distinctly visible soft part 
shadow in the periosteal zone. In the osteoporo- 
sis sarcoma, the onset is usually in the shaft near 
the epiphysis, the bone being more porous, the 
picture being almost indentical with the osteoporo- 
sis of non-use, with a thin, faint periosteal shadow. 
The excessively ossifying sarcoma is probably a 
late stage of the sclerosing sarcoma, and the de- 
structve sarcoma is probably the late stage of the 
osteoporosis sarcoma. The periosteal sarcoma is 
still recognized though we know that the shaft is 
usually involved; however, there is a periosteal 
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sarcoma resting on the shaft, replacing the perio- 
steum, in which the x-ray can show no bone 
changes. 

Of the benign periosteal lesions, the exostosis is 
distinguished by the normal cortical bone beneath 
the new bone formation. In ossifying periostitis 
from trauma or infection, the cortical bone may 
be involved, and the marrow shadow may not be 
distinct, so that the picture may be difficult to 
separate from sarcoma. 

The order of frequency of the periosteal tumors 
is: osteoma, including exostosis and ossifying 
periostitis; chondroma, or osteochondroma; and 
myxoma. 

Sarcoma may begin like an osteomyelitis, with 
intense pain, rapid swelling and fever, but witaout 
leucocytosis. The other inflammatory lesions of 
bone can usually be differentiated by the history 
and by x-ray findings; these include chronic osteo- 
myelitis, tuberculosis, syphilitic periostitis or 
osteomyelitis. 

A Brief Summary of Benign and Malignant Le- 
sions of Bone. Joseph Colt Bloodgood, M. D., Baiti- 
more, Sou. Med. Jour., July, 1926, p. 541. 
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For a discussion of the actions, uses and dosage of 
acetarsone, see New and Non-official Remedies, 
1927, p. 83. This product is supplied in substance 
and in 0.25 Gm. tablets. Abbott Laboratories, North 
Chicago. 

Erysipelas Streptococcus Antitoxin (Concentrat- 
ed) Mulford.—An erysipelas streptococus antitoxin 
(New and Non-official Remedies, 1927, p. 337) pre- 
pared by injecting horses intradermally with strains 
of hemolytic -streptococci isolated by H. Amoss 
from human cases of erysipelas lesions, bleeding 
the horses and when test bleedings show the serum 
to have reached the desired potency, separating 
the serum, sterilizing it, and preserving by the ad- 
dition of 0.35 per cent of phenol. The product is 
then concentrated by a process which preserves 
both the antitoxic and antibacterial properties 
claimed to be in the original serum. The product 
is marked in packages of one 20 c.c. syringe. H. K. 
Mulford Co., Philadelphia. 

Cholera Bacterin (Cholera Vaccine).—This chol- 
era vaccine (New and Non-official Remedies, 1927, 
p. 358) is also marketed in packages of one 20 c.c. 
vial containing 1,000 million killed cholera vibrios 
per c.c. H. K. Mulford Co., Philadelphia. (Jour. A. 
M. A., September 10, 1927, p. 883.) 

lodoxybenzoates—Iodoxybenzoic acid resembles 
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salicylic acid, chemically differing in that the hy- 
droxyl group of the latter has been replaced by 
an iodoxy group. The known actions of the salts 
of iodoxybenzoic acid, as developed by investi- 
gators, led up to its clinical application by Young 
and Youmans in the treatment of arthritis. The in- 
vestigators, in their introduction of the substance, 
used the sodium salt or ammonium salt prepared 
extemporaneously; later, they recommended the 
use of ammonium iodoxybenzoate. The salts of 
iodoxybenzoic acid are indicated chiefly in arthri- 
tis. They are reported to be preferably adminis- 
tered intravenously; however, for cases in which 
the drug cannot be given intravenously, oral ad- 
ministration and administration by high enema 
have been employed and found effective. 

Amiodoxyl Benzoate—Ammonium 0-iodoxybenzo- 
ate—The ammonium salt of 2-iodoxybenzoic acid. 
The latter differs from orthohydroxybenzoic acid 
(salicylic acid) in that the hydroxy group is re- 
placed by the iodoxyl group. It contains 42.7 per 
cent of iodine. For a discussion of the actions and 
uses, see the preceding article’ “Iodoxybenzoates.” 

Amiodoxyl Benzoate-Abbott.—A brand of amiodox- 
yl benzoate-N. N. B. Abbott Laboratories, North 
Chicago. 

Capsules Ephedrine Hydrochloride-Swan-Myers, 
0.05 Gm.—Each capsule contains Ephedrine Hydro- 
chloride-Swan-Myers (Jour. A. M. A., April 16, 
1927, p. 1235) 0.05 Gm. Swan-Myers Co., Indianapo- 
lis. 

Ephedrine Sulphate-Abbott—A brand of ephe- 
drine sulphate-N. N. R. For a discussion of the ac- 
tions, uses and dosage of ephedrine sulphate, see 
THE JOURNAL, A. M. A., March 19, 1927, p. 925. 
Abbott Laboratories, North Chicago. (Jour. A.M.A., 
September 24, 1927, p. 1061.) 

PROPAGANDA FOR REFORM 

Artificial Ripening of Fruits by Ethylene.—While 
the use of ethylene as a means of ripening fruit is 
of growing commercial importance the health phases 
have not yet been thoroughly considered. Certain 
fruits. and vegetables are recommended by physi- 
cians largely because of their vitamin content; 
whether or not this is altered by ethylene has not 
been determined. Possibly, also, the fruits and veg- 
etables may be picked earlier than is the practice 
today, thus shortening the period of irradiation by 
the sun. Physicians may well watch the develop- 
ment of this form of food enterprise; perhaps the 
time may come when certain everyday foodstuffs 
will be purchased on the basis of vitamin units. In 
the meanwhile, the use of vitamin-containing prod- 
ucts in as near a “naturally ripened” condition as 
possible should be encouraged when used for pro- 
phylaxis against avitaminosis. (Jour. A. M. A., Sep- 
tember 3, 1927, p. 792.) 

Treatment of Pernicious Anemia.—Minot and his 
co-workers report good results in the treatment of 
pernicious anemia by means of a diet composed 
especially of foods rich in complete proteins and 
iron—particularly liver—and containing an abund- 
ance of fruits and fresh vegetables and relatively 
low in fat. Koessler and his associates believe that 
in some cases, at least, the phenomena accompany- 
ing pernicious anemia are the result of long con- 
tinued deficiency in vitamin A and possibly also in 
vitamins B and C and propose the treatment of per- 
nicious anemia with a high caloric diet rich in vit- 
amins. Therefore Minot and Koessler would pre- 
scribe an adequate general diet, including a large 
quantity of liver and kidney. Minot and his co- 
workers would reduce the fats whereas Koessler 
and his associates declare that butter, cream, milk 
and cod liver oil should be partaken of in large 
amounts. Macht reports that the blood serum of 
patients with pernicious anemia contains a toxin, 
and that this blood serum can be detoxified by 
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irradiation with ultraviolet rays. Furthermore, he 
tound that the effect of ultraviolet rays could be 
increased by introducing into the serum to be treat- 
ed dyes which act as sensitizers. Since liver is 
the storehouse for blood pigments, some of these 
pigments may help increase the effectiveness of 
light and thus some of the good effects of liver 
diet may be connected with the liver pigments 
that are administered. (Jour. A. M. A., September 
3, 1927, p. 793.) 

Phosphobion Not Acceptable for N. N. R.—The 
Councu on Pharmacy and. Chemistry reports that 
Phosphobion, manufactured by Dr. Theodor Koenig, 
Munich, Germany (Carl F. Lauber, Philadelphia, 
distributor), are pills, each stated to contain zinc 
phosphide, 0.0025 Gm., and iron glycerophosphate, 
0.03 Gm. According to the advertising, Phosphobion 
represents a new treatment for sleeplessness. It 
is claimed that sleeplessness is caused by a defi- 
ciency of phosphorus in the organism and that the 
phosphorus in Phosphobion has the power of sup- 
plying this deficiency. No evidence is offered in 
tavor of the theories on which the claimed action 
of Phosphobion is based, nor convincing evidence 
in favor of its claimed action. The Council found 
Phosphobion unacceptable for New and Nonoffi- 
cial Remedies because it is an unscientific mixture 
of drugs marketed under a nondescriptive name 
with claims that are not supported by acceptable 
evidence and in a way to lead to its ill advised 
use by the laity. (Jour. A. M. A., September 3, 
1927, p. 809.) 

Digitalization—The term “digitalization” was 
coined to signify the full pharmacologic action of 
the drug to the limit of safety. Laboratorial and 
clinical investigations have developed the digitaliza- 
tion amount of digitalis to be, for a 150 pound (68 
Kg.) adult weight, a minimum of 22% grains (1.45 
Gm.) and a maximum of 33 grains (2.2 Gm.). Half 
the minimum dose may be given at once and then 
2 or 3 grains (0.13 to 0.2 Gm.) every six hours, or 
the other half of the minimum dose may be given 
on the second day. If the patient needs more digi- 
talis for digitalization, the amount is gradually in- 
creased by 2 or 3 grains, perhaps every six hours, 
until symptoms of digitalization appear. Digitali- 
zation should not be attempted if the patient has 
previously been taking digitalis. The dosage ad- 
vised, must of course be greatly modified with 
frail, underweight persons. An overweight person, 
when that weight is largely due to fat, must not be 
given doses according to his weight. The condition 
of the patient must also be taken into account. 
Digitalization means digitalis poisoning. Such 
poisoning should not be inaugurated except by a 
careful determination of the exact condition of a 
patient to be treated. The general practitioner 
should not thoughtlessly digitalize his patient un- 
less he has hospital or other facilities for determin- 
ing the exact condition of his heart and his excre- 
apf ae (Jour. A. M. A., September 10, 1927, 
p.884, 

The Standard Laboratories Fiasco.—About thir- 
teen years ago a concern known as the Truax Lab- 
oratories was operating in Chicago. Its method 
was to sell to dispensing physicians individual 
packages containing stock prescriptions. When the 
physician had spent $100 with the Truax Labora- 
tories, he received a “profit-sharing debenture of 
$25.” Later the name of the concern was changed 
to “Standard Laboratories, Inc.,” and the methods 
of doing business were also changed. The Standard 
Laboratories, Inc., got dispensing physicians to de- 
posit $100 with it, which was to be “taken out” in 
drugs. When the doctor had bought $100 worth of 
drugs he was issued a “$25 debenture profit-sharing 
certificate” that was worth nothing until 30,000 of 
them had been issued, at which time it would be 
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accepted as stock in the company. In 1919, when 
the Standard .Laboratories wished to advertise in 
The Journal of the American Medical Association, 
it was told that its methods were not such’ as 
would commend themselves to the ethical con- 
science of the profession. It was pointed out that 
the Principles of Medical Ethics states that “it is 
unprofessional . . . to accept rebates on pre- 
scriptions.” Patently, the physician who held stock 
in the Standard Laboratories or who shared in its 
earnings was, in effect, accepting a rebate every 
time he prescribed its products. Present interest 
in this matter is stimulated by a small news item 
to the effect that Standard Laboratories, Inc., had 
just filed a voluntary petition in bankruptcy in the 
United States District Court. (Jour. A. M. A., Sep- 
tember 10, 1927, p. 886.) 

Ago-Cholan Tablets—The statements made by E. 
Bilhuber, Inc., regarding the composition of Ago- 
Cholan are contradictory and indefinite. An adver- 
tising card sent out during 1926 gives “strontium 
cholo-salicylate’ as a synonym. An advertisement 
published the same year declares that “chemical- 
lyit is strontium-cholosalicylate to which is added 
a small quantity of phenolphthalein-diacetate.. .” 
A circular received in 1925 gives the following 
“composition”: “Ago-Cholan contains as its active 
principle the combined cholic and salicylic acid 
salts of strontium (2 grains in each tablet) and a 
small quantity of phenolphthalein-diacetate (0.2 
grain.” From the latter statement one may con- 
clude that the “strontium cholosalicylate” is noth- 
ing more than a mixture of the cholic and salicylic 
acid salts of strontium in unstated proportions. 
Available books on therapeutics do not refer to the 
use of phenolphthalein diacetate. E. Bilhuber, Inc., 
has not requested an examination of the product 
by the Council on Pharmacy and Chemistry, and 
so far the Council has not examined the product 
or the claims that are made for it. (Jour.A. M. A., 
September 10, 1927, p.. 901.) 

The Administration of Calcium Salts—The in- 
travenous and subcutaneous administration of cal- 
cium are attended with dangers or discomfitures; 
therefore, the possibilities of the oral route call for 
eareful consideration. A survey of the literature on 
the absorption of calcium as it may be reflected in 
a change in the blood concentration of the element 
might leave one unconvinced of the efficacy of ad- 
ministering calcium compounds by mouth. Many 
clinicians have accordingly abandoned the practice. 
More recent studies give evidence, however, that 
with due attention to the conditions of administra- 
tion it is possible to elevate the serum calcium 
concentration by the oral route of calcium supply. 
Experiments indicated that the optimal dose of 
calcium lactate is 5 Gm. and that the drug must be 
given in aqueous solutions when the digestive tract 
is comparatively empty; that is, either before 
breakfast or several hours after food has been con- 
sumed. Larger doses prevent optimal absorption. 
(Jour. A. M. A., September 17, 1927, p. 968.) 

Gelobarin Not Acceptable for N. N. R.—The Coun- 
cil on Pharmacy and Chemistry reports that Gelo- 
barin is the trade-marked name under which the 
Powers-Weightman-Rosengarten Company markets 
a mixture of barium sulphate and water, contain- 
ing approximately 40 per cent of barium sulphate. 
The preparation is proposed for use in radiologic 
examinations. The Council found Gelobarin unac- 
ceptatle for New and Nonofficial Remedies because 
it is an unoriginal product ‘that is offered under a 
proprietary, nondescriptive name. (Jour. A. M. A., 
September 17, 1927, p. 984.) 

Gonococcus Immunogen, Gonococcus Immunogen 
Combined, Streptococcus Immunogen, Streptococ- 
cus Immunogen Combined, Pertussis Immunogen 
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Combined, and Pneumococcus Immunogen ~Com- 
bined Not Acceptable for N. N. R.—The Council~on 
Pharmacy and Chemistry reports that Immunogen: 
is the name applied by Parke, Davis & Co. tobac- 
terial antigen products free or nearly free from: 
bacterial cells and toxin. The firm requested ~*the 
Council to consider a number (twelve) of these 
products in 1924. The Council decided to consider 
eligible for acceptance those simple immunogens 
in the case of which similar bacterial: vaccines stood 
accepted. Regarding the “mixed” immunogens 
which had been presented, the firm was informed 
that adequate evidence for the value of these prep- 
arations was lacking, but that any new evidence for 
their therapeutic value would be considered. he 
firm presented evidence which permitted the ac- 
ceptance of two of the simple immunogens. In view 
of the inquiries received concerning the advertising 
ciaims made for immunogens, Parke, Davis & .Co. 
was informed that the Council desired to take defi- 
nite action in regard to those which had not been 
made acceptable. The frim was requested to send 
the advertising for the, as yet- unaccepted, . im- 
munogens that were being marketed together with 
any turther information which would aid in deter- 
mining their acceptability for inclusion in New and 
Nonofficial Remedies. On the basis of the available 
evidence the Council denied admission of the -gon- 
ococcus and streptococcus immunogens to New and 
Nonofficial Remedies because no simple vaccines 
representing these organisms stand accepted; the 
“combined” immunogens (Gonococcus Immunogen 
Combined, Streptococcus Immunogen Combined, 
Pertussis Immunogen Combined, Pneumococcus im- 
munogen Combined) are held ‘unacceptable for lack 
of adequate evidence of their therapeutic value. 
(Jour. A. M. A., September 17, 1927, p. 984.) 

Methenamine.—Methenamine is the name adopt- 
ed by the U. S. Pharmacopeia, Tenth Revision 
(which became official a year and ahalf ago), for 
Hexamethylenetetramine, described in the previous 
Pharmacopeia as Hexamethylenamine. (Jour. A. M. 
A., September 17, 1927, p. 987.) 

Yeast.—Yeast is rich in vitamin B. This is the 
only vitamin which it contains in important quan- 
tity as far as is known at present: According to 
New and Nonofficial Remed.,es 1927, yeast has 
been used (a) in the past as a bactericidée in the 
treatment of superficial infections, but this use of 
yeast has been practically abandoned; (b) as a 
source of vitamin B, for which yeast has been wide- 
ly extolled; but, under usual conditions, the vita- 
min B requirement can be met by customary foods; 
(c) as a laxative, but only in case it does not 
cause intestinal distention; (d) in the past, as an 
internal remedy for furuncles and acne, but it is 
doubtful whether the benefit is in excess of tne 
laxative efect; (e) as a stimulator of leukocytosis, 
but its efficacy in this respect is doubtful. The 
yeast obtained in grocery stores is essentially 
“brewers’ yeast.” It may be obtained either in semi- 
solid form or in the form rendered solid by the ad- 
dition of absorbent material. (Jour. A. M. A. Sep- 
tember 27, 1927, p. 1080.) 

Ethylene-Il.—The A. M. A. Chemical Laboratory 
reports another examination of the quality of ethy- 
lene for anesthesia which is on the market. The 
Laboratory reports on the composition of “Ethylene 
for Anesthesia” of the Certified Laboratory Prod- 
ucts (which has been accepted for New and Non- 
official Remedies) and a specimen of the ethylene 
of the Kansas City Oxygen Gas Company, the qual- 
ity of which had been questioned in a hospital. 
The laboratory found both products to meet the 
requirements of New and Nonofficial Remedies, 
The Laboratory repeats its previous recommenda- 
tion, that physicians use only the brands. of ethy- 
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lene. described in New and Nonofficial Remedies. 
(Jour. A. M. A, August 6, 1927, p. 451.) 

J. M..Harris—Quack.—James §S. Harris, Tulsa, 
Oklahoma, has for some years been quacking it in 
the “cancer cure” line, selling “Radium Oil.” ‘rhe 
Supreme Court of Oklahoma has recently affirmed 
the judgment of the trial court that had awarded 
a woman ten thousand dollars damages because 
Harris had treated what at the outset was an oper- 
able case of cancer of the breast and allowed the 
matter to progress until it became inoperable. 
(Jour. A. M. A., August 6, 1927, p.468.) 

Grapefruit Infusions.—The use of a cold water 
infusion of whole grapefruit (including peel and 
pulp) seems to be one of the fads of Frank Mc- 
Coy, who dispenses so much dietetic information 
that isn’t so. According to McCoy, grapefruit “con- 
tains organic quinine,” which, he declares has “a 
quicker effect than the inorganic form of quinine 
used in tablet form.” According to.McCoy, this in- 
fusion of grapefruit is “valuable in its action upon 
the liver and gallbladder in the elimination of gall- 
stones.” Few men have a larger fund of dietetic 
misinformation than that possessed by Frank Mc- 
Coy. (Jour. A. M. A., August 6, 127, p. 470.) 

Liver Extracts in Anemia—tThe striking effect of 
feeding liver and certain preparations of liver on a 
number of physiological processes has been estab- 
lished. In the case of growing animals, it appears 
to promote rapid gains in size. The extraordinary 
effect of diets including: liver on severe anemias of 
long standing in dogs has been shown. Vigorous 
regeneration of hemoglobin and red blood cells can 
be brought about by feeding the hepatic tissue of 
various species, beef, pig, sheep, calf and chicken 
having been tested with unquestionable success. 
Striking effects have been obtained in pernicious 
anemia with diets containing large amounts of liv- 
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er in one form or another. Studies undertaken to 
determine the constituents of liver which are ef- 
fective in pernicious anemia have been made and 
potent concentrates have been obtained. (Jour.: A. 
M. A., August 13, 1927, p. 524.) 

Lucky Tiger.—This is a dangerous nostrum sold: 
for the treatment of dandruff, eczma and sore feet. 
Because of reports of severe skin irritation fol- 
lowing the use of “Lucky Tiger,” the A. M. A. 
Chemical Laboratory analyzed it. The Laboratory 
concluded that the preparation consists essentially 
of ethyl (grain) alcohol, methyl (wood) alcohol, 
sodium salicylate and sodium arsenite. The amount 
of arsenic present as sodium arsenite was about 
one-tenth as much as found in solution of potassium 
arsenite (Fowler’s solution). When the amount of 
the preparation that will be used in an application 
is considered, it can be readily appreciated what a 
relatively strong solution of arsenic this is. This 
preparation has no place among legitimate home 
remedies. (Jour. A. M. A., August 13, 1927, p. 541.) 

Lukosine Not Acceptable for N. N. R. *il—Since 
publication of the report of the Council on Phar- 
macy and Chemistry on Lukosine the National Drug 
Co. has informed hte Council that quantitative for- 
mula for the preparation is given in its price list 
and in its “revised advertisng.” The latter con- 
tains the following formula: “Borft acid, 80.5 per 
cent; Alum, 9.2 per cent; Zinc Sulphate dried, 4.0. 
per cent; Zinc Phenolsulphate (Phenosulphonate?), 
2.5 per cent; Sodium Salicylate, 2.5 per cent; 
Phenol, 1.0. per cent, rendered pleasantly aromatic 
with a blend of Thyme, Peppermint, Eucalyptus and 
Methyl Salicylate. Bach heaping teaspoonful con- 
tains 1/75 grain of Hydrastine Alkaloid.” In view 
of this the Council revises its statement by the 
omission of the word “semisecret” to read: “Lako- 
sine is unacceptable for N. N. R. because it is a 
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needlessly complex, and therefore irrational, mix- 
ture, marketed with a therapeutically suggestive 
name and with unwarranted therapeutic claims, in 
such away as to lead to its indiscriminate and ill 
advised use by the public.” (Jour. A M.. A., August 
13, 1927, p. 542.) 

Digitalis—It- is well known that many cardiac 
patients who fail to improve with full digitalization 
owing to some unknown condition, show marked 
improvement when the same specimen of digitalis 
is given subsequently. Such cases afford opportun- 
ity for attributing extraordinary value to any dugi- 
talis preparation that the clinician happens to em- 
ploy in the second course of treatment. (Jour. A. 
M. A,, August 13, 1927, p. 543.) 

Fumigation and Antiseptics—To prevent — the 
spread of contagion, personal cleanliness, mechani- 
cal cleansing of contaminated areas and the boil- 
ing or burning of articles that are grossly contam- 
inated is much simpler and safer than the use of 
antiseptics and fumigation. These often do little 
more than to give a false sense of security and 
leave a disagreeable odor. (Jour. A. M. A., August 
20, 1927, p. 537.) : 

Harrell Associated Chemists.—Harrel!l Associated 
Chemists, 322 W. Washington St., Chicago, exploit 
a mail order cure for rheumatism. As the head of 
the organization. one J. Randolph Harrell is put 
forward. In the advertising he is styled “Professor” 
and advertised as ‘an authority on physiological 
chemistry.” The facts are, Harrell is unknown to 
reputable medicine. pharmacy or chemistry. (Jour. 
A. M. A., August. 20. 1927, p. 537.) 

Alpha-Lobeline-—The Council on Pharmacy and 
Chemistry reports that. under the name “Alpha- 
Lobeline.” Ernst Bischoff Co., Inc., markets a solv 
tion of the hydrochloride of the alkaloid alpha-lobe- 
line. The product is marketed in ampules stated 
to contain, respectively, 1/6 grain and 1/20 grain 
of alpha-lobelin hydrchloride. The product was sub- 
mitted to the Council with the claim that its use 
was indicated in “‘asphyxiations, shocks and poison- 
ing where there is central respiratory depression.” 
The Council’s report states that alpha-lobeline has 
been very extensively advertised with claims that 
are extravagant, often bordering on the sensational. 
The evidence as to the value and safety of the prod- 
uct is still so incomplete that the Council has been 
unable to reach a definite conclusion. The Council 
calls attention to a circular issued by the American 
distributors containing a “Partial List of Hospitals 
using Alpha Lobelin” and to a paper by Norris and 
We'ss. To learn something as to the experience of 
some of these hospitals with the drug. letters were 
written to twenty-seven of the more prominent of 
them. While the reports of some of these hospitals 
are favorable to the use of the drug (although it 
cannot be said that they are at all conclusive), it 
is evident that the circular containing .this list of 
hospitals “where the drug is being used’ gives an 
erroneous impression as to the extent of its use 
and of the results to be expected. The paper by 
Norris and Weiss and other papers which have 
been vullished contain no conclusive evidence re- 
garding the usefulness of alpha-lobeline. Since ade- 
avate evidence for the therapeutic usefulness of 
alpha-lobeline is lacking at the present time, the 
Gouvncil has postponed definite action in regard to 
the eligibilitv of the drue for inclusion in New and 
Nonofficial Remedies. (Jour. A. M. A., August 27, 
1927. p. 693.) 

Some Recent Observations on the Fat Soluble 
Vitamins.—The concentrate of vitamins A and D 
represented by the nonsaponifiable fraction of cod 
liver oil is not effective in herbivora unless it is fed 
dissolved in oil. These observations have been con- 
firmed in the case of an omnivorous species. This 
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makes one question the adv‘sability of attempting 
to supply vitamins to man in the form of dry con- 
centrates unless the latter are given in oil or in 
close proximity to a meal that carries fat. The 
ready solubility of vitamins A and D in fats made 
it seem likely that IHquid petrolatum would also be 
a good solvent. Since the latter is not absorbed 
from the gastro-‘ntestinal tract, and since it has a 
widespread use as a laxative. it is important to as- 
certain whether th fat-soluble vitamins in the food 
are liable to be “diverted” from alimentary alsorp- 
tion by the presence of the nonabsorbable liquid 
petrolatum solvent. It has been shown that liquid 
petrolatum may act as a solvent for vitamin A, 
thereby deplet’ng ingested foods of their supply of 
this factor. A comparable influence on the aati- 
rachitic vitamin has not yet been demonstrated, 
though it may naturally be expected if liberal 
amounts of liquid petrolatum are invested. Attempts 
have been made to increase the antirachitie po 
tency of cod liver oil by irradiation. The evidence 
indicates that this is not feasible. (Jour. A. M. A., 
August 27, 1927, p. 694.) 

Revising the Pharmacopeia.—Apparently some 
misunderstanding as to the exact nature of the 
United States Pharmacopeia has given opportunity 
for criticism of the work of the Revision Commit- 
tee, particularly of the Subcomm’'ttees on Seope and 
Nomenclature. The first edition of the United 
States Pharmacopeia. published in 1820, expressed 
the purpose of selecting from among the substances 
used in medicine those remedies most worthy of 
medical employment. To any one at all familiar 
with the progress of the U. S. Pharmacopeia, it is 
obviovs that it tends more and more to become a 
scientifically reliable work, to realizing more and 
more greatly the necessity for establsihed proof of 
virtue before admission can be granted. (Jour. A. 
M. A.. August 27, 1927, p. 697.) 


Hexol Not Acceptable for N. N. R.—The Council 
on Pharmacy and Chemistry reports thet Hexol 
(formerly called Maxol) is manufactured by the 
Sanitary Supply Co. and is a pine oil soap solution 
stated to have the following composition: Pine oil. 
65 per cent; rosin seap, 10 per cent; cecoanut oil 
soap 10 per cent; water, 15 per cent. It belongs. 
therefore, in the class of pine oil disinfectants 
which were introduced some twenty vears ago in 
the expectation that they wonld replace the cresol 
soap solutions such as L‘onor Cresolis Compositus. 
The Council points ont that the name of this un- 
original comnound is not descriptive of the compo- 
sition. and js also misleading in that ‘t suggests 
the product to be an alcohol containing six carbon 
atoms. The council reports on the lack of accent- 
able evidence for the claims that are made for the § 
prenaration and calls attention to a government 
bullet‘n giving notice of manufacturers of pine oil 
disinfectants in regard to the evidence which should 
bé obtained before such products are recommended 
as general d‘sinfectants. The Council found Hexol 
unacceptable for New and Nonofficial Remedies be- 
cause it is an unoriginal mixture marketed under 
a nondescriptive. proprietary name, and because it 
is marketed under claims that are unwarranted in 
the lI'ght of availatie evidence. (Jour. A. M. A. 
August 27, 1927. p. 711.) 


Bromural. — 2-monobromisovalerylurea, obtained 
by the interaction of urea with bromisovaleryl bro- 
mide. Bromural is a nerve sedative which pro- 
duces sleep in mild cases of insomnia without 
markedly affecting the circulation or respiration. 
It is claimed to be useful as a nerve sedative and 
for the purpose of inducing sleep in functional 
nervous disease. Bromural is not effective in cases 
of insomnia associated wtih pain, cough, angina 
pectoris or delirium. It is supplied in substance 
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and in five-grain tablets. E. Bilhuber, Inc., New 
York. (Jour. A. M. A., October 8, 1927, p. 1251.) 


Erysipelas Streptococcus Antitoxin, Refined and 
Concentrated—P. D. & Co.—An erysipelas strepto-: 
coceus antitoxin (New and Non-official Remedies, 
1927, p. 337) prepared by immunizing horses with 
cultures of streptococcus isolated from erysipelas. 
The potency of the product is declared in “units”, 
a unit representing the amount of antitoxin re 
quired to neutralize one skin test dose of toxin. It 
it marketed in packages of one piston syringe con- 
taining 500,000 units. Parke, Davis & Co., Detroit. 
(Jour. A. M. A., October 15, 1927, p. 1335.) 


Weldona—A Piece of “Rheumatism Cure” Quack- 
ery.—In 1922 it was reported that an adult, 
marked jaundice, was dying after continued use of 
Weldona tablets. At that time an analysis of Wel- 
dona had shown the presence of sodium salicylate. 
In 1924 an analysis showed the “Weldona Treat- 
ment” to consist of small, white tablets containing 
an emodin-bearing extract, and large, lavender- 
coated tablets containing sodium salicylate and an 
unidentified vegetable extractive. In 1925, the 
Boston Medical and Surgical Journal gave some 
case Téports by Dr. Richard C. Cabot in which it 
was stated that a series of cases of acute yellow 
atrophy in patients having taken Weldona had come 
to his notice. In 1925, the Health Bureau of Roch- 
ester, New York, made some tests of Weldona and 
reported that unidentified alkaloids were found, to- 
gether with salicylates or salicylic acid. In 1926, 
the A. M. A. Chemical Laboratory found the laven- 
der colored tablets to consist essentially of salicylic 
acid and acetylsalicylic acid, extractives of an 
emodin-bearing drug with vegetable extractives, 
ground ginger and cinnamon. The medicinal part 
of the white tablets was found to consist of ex- 
tract of cascara. Now, in 1927, advertisements for 
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Weldona are offered newspapers and to one such 
paper, the advertising agency handling the adver- 
tising gave the following as ingredients of Wel- 
dona: neocinchophen, extract of cimicifuga, fluid 
extract of phytolacca, magnesium carbonate light 
and powdered extract of cascara sagrada. A com- 
mercial laboratory that analyzed Weldona in Sep- 
tember, 1927, reported that it consisted latgély of 
vegetable matter, with about 5% per cent of min- 
eral matter. The vegetable matter was, apparent- 
ly, phytolacca and cascara sagrada, together with 
acetylsalicylic acid (aspirin) and salicylic acid. 
The laboratory did not satisfactorily prove the 
presence or absence of neocinchophep, but did re- 
port that tests for alkaloids showed none present. 
It seems evident from these several analyses that 
Weldona, like so many. other “patent medicines”, 
is a name rather than a thing—whiile the name has 
remained constant, the com’ has . varied. 


position 
(Jour. A. M. A., October 1, 1927, p. 1167.) 
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WANTED—Salaried appointments for Clase A 
Physicians in all branches of the Medical Profes- 
sion. Let us put you in touch with the best man 
for your opening. Our nation-wide connections 
enable us to give superior service. Aznoe’s Na- 
tional Physicians’ Exchange, 30 North oy rnd 
Chicago. Established 1896. Member The Chicago 
Association of Commerce. 





PHYSICIAN WITH LITERARY ABILITY and 
training will revise, criticize or proof-read medical 
writing for authors wishing expert assistance. Ref- 
erences given and requested; confidential and ethi- 
cal relations strictly maintained; permanent con- 
nections desired. Address: “Physician,’ 'Box 1428, 
Station C, Los Angeles, Calif. 





SURGICAL INSTRUMENTS 


The most complete stock of surgical instruments, x-ray and physio-ther- 
apy equipment, hospital furniture and sterilizers carried in the south- 
west is stocked by us in our Los Angeles office. This insures prompt de- 
livery, and only standard and reputable lines of apparatus are carried 


HOSPITAL OPERATING ROOM FURNITURE 


Among our leading lines are Hospital Operating Room Furniture and 
high pressure sterilizers, the celebrated “White Line” manufactured by 
Scanlan-Morris Co., of Madison, Wis. 

arene Electric Co.’s X-ray Apparatus and Physio-Therapy Equip- 
men 

Hanovia Chemical Co.’s mercury quartz lamps. 

Stille-Scanlan Co.’s stainless steel Surgical Instruments and other 
leading makes of nickel plated steel instruments such as Kny-Scherer 
and Littauer. 

W. D. Allison Co.’s physicians Office Furniture. 

All metal built-in Instrument and Supply Cabinets, Bedside Tables 
of all designs, built for us in Los Angeles under our own supervision. 


Write us when contemplating equipment either for the office or hospital. 


JR. Lb. SCHERER CO. 


San Francisco 
St. 679 Sutter St. 
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ADRENALIN 
INHALANT 


For Rapid Relief in Cases of 
Nose and Throat Infection 
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HEN the nose is blocked and the accessory sinuses 

WY are closed by pathogenic organisms and the result- 

ing inflammatory exudate, Adrenalin Inhalant usually 

affords the patient immediate relief and aids the healing 

process by maintaining drainage through its tonic, astrin- 
gent effect on the tissues and blood vessels. 
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Adrenalin Inhalant is also of value in the control of hem- 
orrhage from accessible mucous membranes. It may, be 
applied directly to the bleeding surface on cotton or in 
the form of a spray. 
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In rhinitis, pharyngitis, tonsillitis, laryngitis, angina, 
hay fever, etc., Adrenalin Inhalant is very useful. It like- 
wise promptly controls certain forms of bronchial irritation 
attended with coughing. 


Adrenalin Inhalant is supplied in 1-0z. bottles. only. 


PARKE, DAVIS & COMPANY 


DETROIT, MICHIGAN 





ADRENALIN INHALANT HAS BEEN ACCEPTED FOR INCLUSION IN N. N. R. BY THE COUNCIL 
ON PHARMACY AND CHEMISTRY OF THE AMERICAN MEDICAL ASSOCIATION 


WoW eV eV OW ON WWW eh eV ON NOW OV AM eH en >. ROROROBHe KOS SHOR ORO SOAS Sy Se ee 
wont ' jstateaniiin ' iyseeapennay eee ' TNTNETTTT TTT saveasaabaasocansogadooqeq‘eqee4eeds 





